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THIRD REPORT 


ANOTHER HIGHLIGHT ON LECITHIN-—-A NATURAL PHOSPHATIDE 


Phosphatides — Clearing Agents of Blood Plasma 


Phosphatides have been found in all vegetable and animal cells. There seems little doubt that they 
are part of the basic structure of protoplasm and also enter into cell metabolism. The most abun- 
dantly found phosphatides are the lecithins, whose surface active properties, when combined with 
proteins and carbohydrates, play an important role as physiologic emulsifiers of fats and oils.! 


The following considerations highlight the importance of adequate lecithin plasma concentrations. 


Phosphatides together with cholesterol are found in plasma in combination with proteins and 
circulate as lipoproteins.? The phosphatides in plasma protein are believed to be highly essential 
for the stability of the complex colloidal system represented by blood plasma.’ A phosphatide 
content of 30% or more seems necessary to keep the plasma clear and non-lipemic;? lower con- 
centrations will cause the plasma to remain cloudy. (In human plasma lecithin makes up about 
80% of the phosphatides present; others are sphingomyelin and cephalin.?) A constantly cloudy, 
lipemic serum can be considered a sign of disturbed fat metabolism, which has been incriminated in 
the pathogenesis of many serious disturbances. Research on lecithin’s potentially useful role in the 
management of the more complicated forms of deranged lipid and cholesterol metabolism — as 
in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis and diabetes — is 
now being actively conducted. If you are interested in the progress of this research or if you desire 
to have clinical trial supplies, won’t you write to us? 


An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz. container to 
maintain its purity and freshness and is available at your drugstore. 


Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses (3 tea- 
spoonfuls equal 7.5 grams). 


Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, in orange juice or other citrus juice, or sprinkled on cereal. 
Literature available on request. 


Bibliography: 1. West, E. S., and Todd, W. R.: Textbook of Biochemistry, New York, The Macmillan Company, 1952, 
p. 184, « 2. Drill, V. A.: Pharmacology in Medicine, New York, McGraw-Hill Book Company, Inc., 1954, p. 64/6. « 
3. Ahrens, E. H., Jr., and Kunkel, H. G.: J. Exper. Med. 90:409 (Nov. 1) 1949. 


GLIDDEN RG’ LECITHIN 


THE GLIDDEN COMPANY + CHEMURGY DIVISION 
1825 North Laramie Avenue, Chicago 39, Illinois 


Glidden’ 
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one cycle regimen 


Vaginal trichomoniasis: 
lasting cure for 93.8% 


Within 72 hours, local irritation no 
longer troubles your patient. Relief re- 
sults from thorough powder insufflation 
by you and her use of suppositories at 
home. 


@ after clinical study of 48 active 
cases, Schwartz reported 93.8% were 
symptom-free in 3 days; 97.9% showed 
no motile trichomonads on smear in 
7 days; 93.8% had no recurrence 1 to 3 
months after treatment through one 
menstrual cycle* 


@ advantages: contains a specific, 
trichomonacidal nitrofuran. Kills many 
secondary invaders but permits Déder- 
lein’s bacillus to exist. Effective in 
blood, pus and vaginal debris 


e office treatment: insufflate Trico- 
FuRON Vaginal Powder twice the first 
week and once a week thereafter 


e home treatment: first week —the 
patient inserts one TricoruroN Vag- 
inal Suppository each morning and one 
each night at bedtime. Thereafter: one 
a day—a second if needed—to maintain 
trichomonacidal action 


EATON LABORATORIES 
Norwich New York 


NITROFURANS 
a new class of antimicrobials 
neither antibiotics nor sulfonamides 


VAGINAL SUPPOSITORIES AND POWDER 


Suppositories: 0.25% Furoxone® (brand of furazolidone) 
in a water-miscible base of Carbowax and 20 dendro 
palmitic acid. Sealed in green foil, box of 12. 

Powder: 0.1% Furoxone in an acidic powder base of 
lactose, dextrose, citric acid and a silicate. Bottle of 
30 Gm. 

*Schwartz, J.: Obst. Gyn. N. Y. 7:312, 1956. 
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DRY, SCALY SKIN 
DETERGENT RASH 
SUNBURN 
SIMPLE ECZEMA 
DIAPER RASH 
‘DISHPAN’ HANDS 
PRICKLY HEAT 
CHAFING 


OCTOBER 1956 


Superficial skin com- 
plaints usually respond 
dramatically to 

TASHAN CREAM ‘Roche’ 


Antiprurient, soothing, and healing— 


contains vitamins A, D, E, and d-Panthenol, 


in a cosmetically pleasing water-soluble 


base which fastidious patients will enjoy 


using. Hoffmann-La Roche Inc., Nutley, N. J. 


TASHAN"" 
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Mother and baby doing fine 


after smoother labor and delivery 


THORAZINE* 


as an adjuvant in obstetrics 


Lessens anxiety, tension and fear; reduces 
the requirements for analgesics, sedatives 
and anesthetics; relieves suffering; 
minimizes the risk of over-sedated babies 
(barbiturates can often be eliminated); 
controls vomiting in all three stages of labor. 


‘Thorazine’ is available in tablets, ampuls and syrup, as the hydrochloride; and in suppositories, as the base. | 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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Pinworms 


eradicated in 


of patients 


after ONE oral dose 


“Promethazine [PHENERGAN] was administered at bedtime, in a single oral 
dose totaling 125 mg., to 100 children and adults infested with Enterobius vermicu- 
laris. As demonstrated by [repeated] negative post-treatment cellophane tape swabs, 
97% were freed of infection... . 

“Promethazine affords an inexpensive, nontoxic, one-dose oral treatment for 
the eradication of pinworms.””! 


Supplied: Tablets, 12.5 and 25 mg., bottles of 100. 73 
1. Avery, J.L.: J.A.M.A. 16/:681 (June 23) 1956. Philadelphia 1, Pa. 


TABLETS 


Phenergan 


HYDROCHLORIDE 


|, Pa, 
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Small-focus rotating anode x-ray tube 
-..@asy, accurate radiographic centering by 
projected knife-edge lightbeam. 


PICKER X-RAY [CORPORATION 
25 South Broadway, | White Plains, N. ¥ 


save up to ‘1,976 
on new “packaged” | 
CENTURION 200 na 


radiographic-fluoroscopic units 


For a limited time, here’s your chance to acquire a fine Picker 2 
x-ray combination at a very substantial saving. Not skimpy 
“built-to-price” equipment, mind you, but a standard 
Picker Centurion Il x-ray unit with all the advantages (too many Smooth-gliding floor-ceiling 
fi ‘  Twintrack tubestand rotates full circle 
to list here; we can cite only a few) that mean so much in with 90° clickstops. Rigid 


operating ease, technical flexibility and long-term satisfaction. _s¢!f-swallowing telescopic tubearm 
slips x-ray tube deftly into place 
If you've been thinking of investing* in a new x-ray machine under table for fluoroscopy. 


or upgrading your present facilities, this is opportunity 
knocking. Your local Picker representative will be glad 
to show you why. Call him in. 


*If you’d rather, you can also realize these savings through the 
Picker Rental Plan. Ask the Picker man about it while you're at it. 


Heavy duty Picker generator (200 ma, 
100 KVP) and distinguished upright 
control cabinet. Automatic Monitor 


H . “er 
operation. Full-range time-KV High-style “prestige” table, luxurious finish. Clear access all around 
selection without technical — front, back, both ends — no protruding floor obstructions. Poised hand-rock 
compromises or quiet motor-drive. Weight counterbalanced fluoroscopic tower with 


either full size screen or Polyfilmer for 8” x 10” spotfilms (as shown here). 
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“This ankle's 
so sore 
it's agony 
just to put 
“Our puppy my shoe on.” 


$G-4-7106 


hasn't been 
walked in a week. 
| can't get around 
so well and 

my wife has 

her hands full 
with the baby.” 


“I'm not too heavy, 
but the slightest 
pressure on this knee 
and I'm in trouble.” 


"| bent over 
to pick up 
my kid. 
Now | can’t 
bend, sit, 
lie down— 
nothing!" 


“It's hard enough to 
carry this weight around 
without legs 
that ache all day.” 
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doubly protective 


relief for the full 
circle common 
rheumatic 
complaints 


Potent anti-inflammatory 
steroid action complemented | g 
by rapid analgesia; doubly 

protected with antacid 
and supplemental vitamin C. 


summated, protective corticoid-analgesic therapy 


SIGMAGEN 


corticoid-analgesic compound tablets 


METICORTEN*™ (prednisone) 
Acetylsalicylic Acid 
Aluminum Hydroxide 
Ascorbic Acid 


sneeze. 
Tow can you keep 
stiff neck 
by three weekS 
st from 
sneeze?" 
| 
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HIGH-POTENCY STOOL SOFTENER 


convenient economical effective™ 


The only preparation of diocty! sodium sulfosuccinate 
in high-potency 100 mg. capsules... 


*Spiesman and Malow : 
 Gournal Lancet 76:165, June, 1956) 
= reduces surface tension between the hard fecal report that 200 mg. of dioctyl 
mass and intestinal moisture sodium culfosuccinate daily 
(only 2 DoxoL capsules) : 
“,..would provide near the maximum 
effectiveness” in stool softening, 
As reported in the J.A.M.A. 
® permits normal and comfortable evacuation by Wilson and Dickinson (158;:261, 
May 28, 1955), this stool softener 
“,.. causes no intestinal irritation, 
does not interfere with normal bowel — 


BE SURE TO VISITOUR BOOTH 10. tinction, andd brings about no osher 
evident ill-effects.” 


= helps restore fecal mass to normal consistency 


BLAIR LABORATORIES, SHORT HILLS, NEW JERSEY 


Mail the attached coupon today— 
your personalized name stamp will be ready 
upon your arrival at the meeting. 


BLAIR LABORATORIES, INC. 
SHORT HILLS, N. J. 


Please have a complimentary name stamp 
ready for me at Blair booth #10 
1956 Golden Anniversary Meeting 


PLEASE PRINT 
MOD. 
ans a complimentary name 
| poche name stamp at booth =10, 
956 Golden Anniversary Meeting, address 


Washington, D.C., Nov. 12-15. 


city state 
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In vulvovaginal therapy 


1. Trichotine is a detergent 

2. Trichotine is a bactericide and fungicide 

3B. Trichotine is an aid to epithelization 

4. Trichotine is an antipruritic 

8S. Trichotine is an aesthetic and 
psychosomatic adjunct 


Trichotine—more than a decade ago—pioneered in incorporating the 
multiple advantages of sodium lauryl sulfate with the recognized 
values of other specific or adjunctive agents for vulvovaginal therapy. 


. Trichotine douches may be prescribed as often as required— 

excellent for postcoital or postmenopausal hygiene —concentrated 
solutions useful for office clean-up or swab treatments. Acts 
quickly, safely, thoroughly. 
Indications: * Reg. Pat. Off. 

stamp Non-specific vaginitis and leukorrhea, | The Trichotine formula contains so- 
subacute and chronic cervicitis, se- dium lauryl sulfate, sodium perbor- 
nile vaginitis, pruritus vulvae, tricho- ate, sodium borate, thymol, eucalyp- 
moniasis, moniliasis. tol, menthol, and methyl salicylate. 

MD. Samples and literature on request / Full detailsin P DR 
ae Available in jars of 5, 12, and 20 oz. 
the fesler Co., 375 Fairfield Ave., Stamford, Conn. 
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CASE SUMMaRy 


| 
{On 6/2/55, patient, male, age 28, fell onanold ff 
|___|fracture ang refractured the middle thi 


| On 7/7 the Wound was hemo. 
osteomyelitis. Disc SENSitivities were: Penicillin, 

10 units: erythromycin, cycli 


10 meg, ; tetracycline, 


Diagno Sis: f; racture mi. dd1 € third of Ti; ght femur, 


PY osteomyelitis. 


g 
_ltherapy 400 men. q. 6. h. Patient afebrile after 
X-rays showed €vidence of 
! healing With callus formation. No Septicemia and | 
nical evidence indicates Control of the infection, it. 
_ | 873; the cast was removed; and leg st f ¢ 
€sult: erythromycin aided healing of the olq Osteo. | 
__Myelitis and kept infection under 
BY 
< j } f 
Fe | 
* Communication to Abbott Laboratories 


pecific against 
infections 


little risk 
f side effects 


f 


Specific—because you can actually pinpoint 
the therapy for coccic infections. That’s 
because most bacterial respiratory 
infections are caused by staph,- strep- 
and pneumococci. And these are the very 
organisms most sensitive to ERYTHROCIN 
—even when they resist other antibiotics. 


Erythrocin 


(Erythromycin, Abbott) 
STEARATE 


Low toxicity—because EryTHROCIN rarely 
alters intestinal flora. Thus, your patients 

seldom get gastroenteral side effects. 

Or loss of vitamin synthesis in the intestine. 
No allergic reactions, either. Filmtab 


EryTHROCIN Stearate (100 and 
250 mg.), bottles of 25 and 100. O6Gctt 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


® Filmtab—film-sealed tabiets; pat. applied for 


609716 


| 
| 
E 
| 
4 
| 
| 
| 
i | 
— 
i 


SOUTHERN MEDICAL JOURNAL OCTOBER 1956 


liver ‘associated with or aggravated by 
alcoholism 
impairment f . diabetes 
atherosclerosis 
coronary disease 


methischol 


‘methionine vitamin 
inositol+ liver 


. _ by acting to increase phospholipid turnov 
7 reduce fatty deposits and fibrosis of the | \ 


| 
{ 
| 
liver and other hepatic damage occur in a 
are exacerbated by diabetes, obesity, alcoh OS 
generally to help improve liver function. 
| bottles of and 1 gallon 
samples and detailed literature write 
S. vitamin corporation 
50 East 43rd Streef, New York 17,N.Y. | 
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Obedrin contains: 

e Methamphetamine for its anorexigenic and mood- 
lifting effects. 

e Pentobarbital as a balancing agent, to guard against 
excitation. : 

e Vitamins B, and B, plus niacin to supplement the diet. 

e Ascorbic acid to aid in the mobilization of tissue 
fluids. 
Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient 
protein and roughage. 


In the development of good eating 
habits, medication is important, 

not only in initiating control, but also 
in maintaining normal weight.!2.3 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954). 
2.Sebrell,W.H.,Jr.:J.A.M.A., 
152:42 (May, 1953). 

3. Sherman, R.J.: Medical 
Times, 82:107 (Feb., 1954). 


60-10-70 Menu pads, THE S. E. MASSENGILL COMPANY 


and samples of Obedrin. 


BRISTOL, TENNESSEE 


15 
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NEW... 


Because no two peptic ulcer or hyperacidity patients are 
alike, you frequently combine medications to individualize 
therapy. With Trevidal Liquid you can now be assured that 
your combinations will be stable and compatible. Based 
on the effective Trevidal formula which combines balanced 
amounts of 4 antacid ingredients to achieve acid neutraliza- 
tion without risk of side effects, plus Egraine®* to control 
antacid release, and Regonol®+ to coat irritated stomach 
surfaces, Trevidal Liquid provides efficient antacid action 
with the added protection of assured stability and com- 
patibility in Rx combinations. Whenever you wish to com- 
bine an antacid with an antispasmodic, sedative, absorbent, 
antibacterial, costive, carminative, digestant, or laxative, 
remember that Trevidal Liquid guarantees stability and 
compatibility. Available in 12-oz. bottles. 


EACH TEASPOONFUL (5cc) CONTAINS: 


Aluminum hydroxide. . 90mg. Magnesium carbonate . 
Calcium carbonate .. 105mg. Egraine®* 
Magnesium trisilicate . 150mg. 


* Binder from oat flour +Vegetable mucin 


16 

gmpounded for 

compatibility Ac assist 

you to individualize 

peptic gilcer the 
eee FREVIDAL WQUID 

| 

60 mg. 

45 mg. 

35 mg. \ 

| Organon ORANGE, N. J. sg 


XYLOCAING 


| 


SOLUTION | 
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) tastest acting local anesthetic— 
as safe as it is effective 


How safe is Xylocaine? In five years, over 500,000,000 injections of Xylocaine HC! Solution have 
been given for local anesthesia. “The apparent clinical safety of Xylocaine is gratifying, for without 
this quality, its additional properties would not warrant an enthusiastic report. Nor would safety 
alone call for a high recommendation unless additional desirable properties were to be found. The 
truth of the matter is, however, that Xylocaine approaches the ideal drug more closely than any other 
local anesthetic agent we have today.”* 


How effective is Xylocaine? Xylocaine HCI Solution produces more rapid, complete, and deeper 
anesthesia than other local anesthetics used in equivalent doses. By infiltration, Xylocaine gives 

a wide area of analgesia, and surrounding tissues are also anesthetized. The long duration of Xylocaine 
action reduces the need for additional injections. At the same time, it assures greater comfort to your 
patients for a longer period — often when they need it most. 


How does Xylocaine fit into my practice? Xylocaine is the ideal agent for local infiltration anesthesia 
because it is safe, fast acting and of long duration. It is used routinely in daily practice for countless 
minor surgical procedures such as closure of lacerations, removal of cysts, moles and warts; treatment 
of abscesses; and in the reduction of fractures. 


to use 


It has also become the choice of many physicians for therapeutic interruption of 
nerve function by temporary nerve blocks in herpes zoster, subdeltoid bursitis, 
fibrositis, myalgia of shoulder muscles, periarthritis due to trauma, and painful 
postoperative scars. The relief of pain in these conditions at times appears to be the 
most important part of treatment. 

The remarkable topical anesthetic properties of Xylocaine HCI Solution further 
enhance its usefulness for minor operations. Topical anesthesia can be obtained by 
spraying, by applying packs, by swabbing, or by instilling the solution into a 

cavity or on a surface. 


Xylocaine HCI Solutions are available in 2 cc. ampuls, 20 cc. and 50 cc. 
vials in strengths of 0.5%, 1% and 2%, with or without epinephrine. 


Bibliography of approximately 300 Xylocaine references upon request. 


*Southworth, J. L., and Dabbs, C. H.: Xylocaine: a superior agent for conduction 
anesthesia, Anesth. & Analg. 32:159 (May-June) 1953. 


Astra Pharmaceutical Products, inc., Worcester 6, Mass. 
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When you want to control edema 
think first of 


Acetazolamide Lederle 


A nonmercurial oral diuretic. Acts by inhibiting the enzyme 
carbonic anhydrase. Produces prompt, ample diuresis lasting 
—s from six to twelve hours. Morning dosage allows an 
uninterrupted night’s sleep. Well-suited to long-term use. 
P Nontoxic. The most widely prescribed drug of its kind! 


Indicated in cardiac edema, epilepsy, acute glaucoma, 


premenstrual tension, edema associated with toxemia of 


pregnancy and edema caused by certain types of electrolytic 
imbalance. Offered in scored tablets of 250 mg. for oral use, and 


in ampuls of 500 mg. for parenteral use in critical cases. 


LEDERLE LABORATORIES DIVISION amenrcaw Cyanamid company PEARL RIVER, NEW YORK 
REG. U.S, PAT, OFF, 
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in URINARY DISTRESS 


(Brand of Phenylazo-diamino-pyridine HCl) 


provides gratifying relief in a matter of minutes 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis, urethritis or prostati- 
tis to seek your aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
become effective, the nontoxic, compatible, analgesic 
action of Pyripium brings prompt relief from urgency, 
frequency, dysuria, nocturia or spasm. At the same 
time, Pyripium imparts an orange-red color to the 
urine which reassures the patient. Used alone or in 
combination with antibacterial agents, PyripIum may 


be readily adjusted to each patient by individualized 
dosage of the total therapy. 


SUPPLIED: In 0.1 Gm. (1% gr.) tablets in vials of 12 and 
bottles of 50, 500, and 1,000. 


Pynipium is the registered trade-mark of Ne, Chemical Co., Inc., for 
its brand of phenylazo-diamino ridine HCl. Sharp & Dohme, Division 
of Merck & Co., Inc., sole distributor in the United States. 
MERCK SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., Inc. 
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a strong local analgesic and 
non-irritating counterirritant 
for relief of pain in neuralgia, 
muscular rheumatism and in 
muscular aches and strains. 


Containing 58% salicylates (methy] salicylate 
and aspirin), with menthol and camphor, in 
an alcohol-oil base, Panalgesic provides 
prompt relief of muscle, nerve, or joint pains. 
A green liquid, Panalgesic is virtually non- 
greas and does not stain the clothing. 

analgesic is issued in 2-ounce bottles and 


in half-gallon dispensing bottles. 


Wm. P. Poythress & Co., Inc. 


RICHMOND 17, VIRGINIA 
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Side Reactions With Various Hypotensive Drugs 


postural hypotension edema 


THESE 


bone marrow depression 
constipation collagen-like illness 


depression G.I. hemorrhage 


when you treat Each tablet contains: 


e Cryptenamine. .1 mg. 
hypertension (as the tannate salt) 
Reserpine. .0.1 mg. 
with drugs rom For prescription 
economy: prescribe 
Unitensen-R in 50’s 


TRY 1 tablet b.i.d. 


Unitensen tannate 
tablets (contain 
FIRST cryptenamine 2 mg.) 


to serve your patients 
today— 
call for 
a combination ideally suited for po may need to help you 
prescribe Unitensen-R. 
treating moderate to severe ie a been especially 
er ° 


hypertension where blood pressure #T.M. Reg. U.S. Pat. Off. 
has to be lowered 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS 
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Mulvidren 
MORE COMPLETE 
BETTER BALANCED 


one Sick People like 


1000 USP Units Mulvidren 
2 mg. 
2 mg. 
I mg. 
5 meg. 
Calcium Pantothenate 3 mg. 


Niacinamide 10 mg. Ger iatrics like 


DOSE: 1 TABLET DAILY eer 
SUPPLIED: BOTTLES OF 50 AND 100 TABLETS Mulvidren 


Patients who can’t 
swallow tablets or 
capsules like 


Mulvidren 


Doctors like 


Mulvidren 


Everybody likes 
Mulvidren 


Please write for physician’s tasting samples. 


for every maintenance’ 
TABLET FORM (sortas:) Mulvidren 
| 
A | 
| 
| 
é 
4 Se. a 
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4 
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| THE NEW COMBINED THERAPY 
enicillin C S ul} onamides 
3 ® Undiagnosed infections 
Pen-VEE SULFAS is a combination for wide antimicrobial action. It 
offers the advantages of new acid-stable penicillin V complemented by 
the sulfonamides preferred for high effectiveness and increased renal 
safety. The combined agents permit broadened therapy in numerous 
infections ve and gram-negative organisms. 
a ions involving both gram-positive ram-negative organisms. 
Supplied: PEN SULFAS Tablets, bottles of 36. Each tablet contains 90 
(150,000 units) of penicillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfa; wilt 
azine. Also available: PEN Tablets, 300 mg. (500,000 units), 
bottles of 12; 125 mg. (200,000 units), bottles of 36. Suspension 
_ (Benzathine Penicillin V), 180 mg. (300,000 units’ or 90 mg. (150,000 units) per 
teaspoonful, bottles of 2 fl.oz 
Penicillin V (Phenoxymethyl Penicillin) and Sulfonamides 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 


no other suppository | | 


can do more io bring 
sustained 
\comfort 


to your 
anorectal 


patients 
than 


memorrhadal 


soothes e SUPPOSITORIES 
protects with cod liver oil 


. DESITIN SUPPOSITORIES afford rapid relief in hem- 
lubricates e orrhoids (non-surgical). Norwegian cod liver oil (rich 
in vitamins A and D and unsaturated fatty acids) helps 


eases pain z promote healing. They do not contain styptics, local 
anesthetics, or narcotics and therefore 
do not mask serious rectal disease 


relieves itching @ In boxes of 12. 
decongests e 


samples are available from 


DESITIN CHEMICAL COMPANY 


Providence, R. I. 
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Each 5-cc. teaspoonful of 
VI-DAYLIN contains: 


Vitamin A...... 3000 U.S.P. units (0.9 mg.) 
Vitamin D..... . 800 U.S.P. units (20 meg.) 


% 
oa 
j 
4 
Pyridoxine Hydrochloride ....... 1.0 mg. 
Nicotinamide... ......... 10 mg. 


SOUTHERN MEDICAL JOURNAL OCTOBER 1956 


Nomenciature and 
Derivation of All 
Presently-Used 


S the 


Basic Layout and 
Equipment for a 
Testing Room 


VERY two months the Sanborn 

Technical Bulletin is sent free of charge 
to all Viso-Cardiette and Metabulator owners, to 
help them get the greatest possible usefulness from 
their Sanborn electrocardiographs and metabolism testers. 
How the Technical Bulletin does this is well illustrated 
in the above article titles, some typical ones from recent 

Descriptive literature on issues being shown. Practical, timely information on ECG 

either the Viso-Cardiette and metabolism testing techniques, accessories, and services 

er Metebelater will be are presented in every issue. And, many of the articles are 

together with details of written in answer to specific questions sent in by 

no- obligation-to- you doctors and technicians. 

Clinical Test Plan. This unique publication is now in its 36th year, and 
remains a benefit found only in Sanborn instrument 
ownership. As a continuing source of helpful data, the 
Technical Bulletin is still another example of how 
Sanborn keeps your interests and satisfaction in mind 
for as long as you are a Sanborn owner. 


SANBORN COMPANY 


Cambridge 39, Massachusetts 
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Takes the 
“spikes 
out of 
blood 


pressure ... 
calms 
anxiety 


states... 


Quiescence is 


Butisol component acts at once to produce its Butiserpine... Tablets, 100s...Elixir, 12 fl. oz. 
ell-known quieting “daytime sedation.” And the Each tablet or teaspoonful of elixir contains: 
ll dosage of reserpine gradually builds up its Butisol® Sodium 15 mg. (1/4 gr.) 


ion-suppressing effect, without the disturbing Reserpine 0.1 mg. 


reactions of larger dosage. ‘McNEIL | 


use Butiserpine. 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


é 
| 


SOUTHERN MEDICAL JOURNAL OCTOBER 1956 


MYSTECLIN SUSPENSION 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 


BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 


READY-TO-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful, 
Supplied in two-ounce bottles. 

Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 
Squibb Quality —the Priceless Ingredient 


*mystecuin’®, ‘stecuin’®, AND "MYCOSTATIN’® ARE SQUIBE TRADEMARKS 


~ ~ 
& 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asi 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 


@ Cherry flavored ... pleasant and easy to take. 


®@ Xylocaine Viscous has proved valuable in the 
**dumping"’ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 
Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Products, Inc., Wi ter 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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HOw Is oLp ? 


“The really old people are those 10 
years older than myself.”* 


“In the lay mind, anyone past 60 is 
ready for the discard .. .”* 

“. . . there are only three principal 
phases in the span of life: infancy, 
adolescence and senescence.’’* 


“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20’s and 
30’s who have all the characteristics 
of old age.”4 


THE REAL QUESTION 


To the physician on the firing line of 
daily practice, the question of “how old 
is old?” seems academic. To him, a more 
valid question is “How can I allay the 
effects of the aging process?” 


FIVE PROBLEMS IN AGING 


The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 


THERAPY FOR AGING 


Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “‘pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 


NEOBON®, a product of Roerig research, 
is a blended combination of the five 
most commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 


Non-stimulatory gonadal 
hormone replacement 


balanced hematinic component 
digestant enzyme replacement 


specially formulated mineral- 
vitamin combination 


new lysine, for protein 
improvement* 
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* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals® to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
one.6 


A WORD ABOUT 
SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 
states in ‘the professional office that “old 
age is creeping up” is a rare bird indeed. 


Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for “‘preventive geriatrics.” 
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Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


Rutin 15 mg. 
Vitamin A (Palmitate 6,000 U.S.P. Units 
Vitamin D (irradiat Ergosterol) - « + 600U.S.P. Units 
Vitamin E (as Tocopheryl Acetate). . . . . . I50U. 
Thiamine Mononitrate (Vitamin By) — 
Riboflavin (Vitamin Ba) oc « « 
Pyridoxine Hydrochloride Be) trices 
Niacinamide . o « 
Ascorbic Acid (Vitamin Cc) 
Iron (from Ferrous Gluconate) w « 
Cobalt (from Cobaltous Sulfate) 
Molybdenum (from Sodium Molybdate) « 
Copper (from Cupric Sulfate) . % 1 mg. 
Manganese (from Manganous Sulfate) 1 mg. 
lodine (from Potassium lodide) « ~ 
Potassium (from Potassium Sulfate) ana 


Zinc (from Zinc Sulfate) . 1.2 mg. 
**Enzymatically — defatted material obtained from 
1,500 mg. whole fresh liver and stomach. 
***Enzymatically active defatted material obtained from 
750 mg. of whole fresh pancreas. 
Dosage: 3 capsules daily, with meals. 


Supplied: Bottles of 60 capsules, prescription only. 


NEW NEOBON 


A GERIATRIC TONIC 


Now also available for your considera- 
tion is NEOBON LIQUID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 


spoonful (5 cc.) of pleasant-tasting 
NEOBON LIQUID contains: 


Ascorbic Acid. . 50 mg. 
Vitamin Bia ee mee we 
Ethyl Alcohol. . . . 0.5 cc. 


Dosage: One teaspoonful twice ‘daily before meals, or as 
required. 


Supplied: in 16 fluid ounce bottles, prescription only. 
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quick 


or 
test 
CLINISTIX 
BRAND Reagent Strips 


specific enzyme test for urine glucose 


= 4 routine office testing 


bottles of 60 CLinistix Reagent Strips 


daily check by mild diabetics, > 
well-controlled diabetics 


packets of 30 CLiNnistix Reagent Strips 
in new protective foil pouch 


utmost simplicity and convenience...A firm, easily handled CLInistix 
Reagent Strip is moistened with urine. 


qualitative accuracy...CLinistix Reagent Strip turns blue only if glucose is 
present. No blue color—no glucose! 


/\) Ames Company, Inc « Elkhart, Indiana * Ames Company of Canada, Ltd., Toronto 10286 
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HOFFMANN-LAROCHE INC. 


PHARMACEUTICALS AND VITAMINS * ROCHE PARK * NUTLEY 10 © NEW JERSEY * NUTLEY 2-SO00 


From: Pi age ions Department 


a y 2-5000, Extension 731 


RAL Immediate Release 


Only two doses a day are needed in most cases when the new 
antibacterial, Lipo Gantrisin 'Roche,* is used. Recent studies 
indicate that Lipo Gantrisin provides adequate blood levels for 
at least twelve hours; this is why it usually produces a round- 
the-clock effect with one dose in the morning and another at 
night. In exceptionally severe- infections, three to four doses 
a day may be used initially. 


Lipo Gantrisin Acetyl contains Gantrisin Acetyl ina 


readily absorbable vegetable oil emulsion. It provides the 
same therapeutic advantages as Gantrisin -- wide antibacterial 
spectrum, little likelihood of renal blocking, no need for 
alkalies or forcing of fluids, and an exceptionally low inci- 
dence of side effects, 

Each teaspoonful of Lipo Gantrisin® Acetyl (acetyl sulfis- 
oxazole) provides the equivalent of 1 Gm of Gantrisin -- twice 
the concentration of most liquid sulfonamide preparations. The 


small volume of each dose and the two-a-day dosage schedule are 


of special value in the treatment of children and elderly 


invalids, 


(end) 
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Therapy 


RAUWILOID® (alseroxylon) is recognized as basal 
medication in all grades and types of hypertension. 
Alone, it controls most mild, labile cases. When 
more potent agents are required, their combination 
with Rauwiloid permits smaller doses with resultant 
reduction or elimination of side effects, and a more 
stable, dependable therapeutic response. 


RAUWILOID +VERILOID® in single-tablet form is indi- 
cated in moderate to severe hypertension. The com- 
bination permits long-term therapy with lower doses 
of Veriloid (alkavervir), greatly lessened side 
effects, and dependably stable response. Each tab- 
let contains 1 mg. Rauwiloid and 3 mg. Veriloid. 
Initial dose, 1 tablet t.i.d., p.c. 


RAUWILOID + HEXAMETHONIUM in single-tablet 
combination provides smoother, less erratic 
response to oral hexamethonium. Indicated in 
severe, otherwise intractable hypertension. The 
combination permits up to 50% less hexamethonium 
to exert full effect. Each tablet contains 1 mg. Rau- 
wiloid and 250 mg. hexamethonium chloride dihy- 
Ri drate. Initial dose, 1/2 tablet q.i.d. 
iker 


LOS ANGELES 
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usitis, Allergic Rhinitis and Colds | 


Rhinall Nose Drops for Sin 


Safe for children and adults 


No burn 
- No bad taste or after reactions . 


TEXAS 


DALLAS; 


tation 


ing or irri 


Ethical 


| 


No risk of sensitization 
 RHINOPTO COMPANY. 
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Specialties for the Profession gnsisotonic Saline menstruum 


4 


The “distress call” in obesity often comes 

from the emotional “misfit,” unable to 

control mood or appetite. Ambar allays this 

hunger sensation by gently lifting the 

depressed mood, and subtly reducing the 

emotional distresses so often responsible for 

the urge to overeat. Ambar brings the 

obese patient’s appetite “down to normal”. . . 
.. without peaks of stimulation 

... without troughs of depression 

... without significant cardiovascular effects 

.-. without postmedication “jitters” 
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It’s 
distress Call. . 
not yet. 
it could be— 


AMBAR™ TABLETS 


Methamphetamine Hydrochloride . . 3.33 mg. 
Phenobarbital (1/3 gr.) ......- 21.6 mg. 


Averagé duration of therapeutic effects 4 hours 


AMBAR™ EXTENTABS® 


Methamphetamine Hydrochloride . . 10.0 mg. 
Phenobarbital (1 gr.) ......--- 64.8 mg. 


Average duration of therapeutic effects 
10-12 hours 


Literature available on request. 


*Robins’ registered trade-mark for Extended Action tablets. 


A. H. ROBINS COMPANY, INC., RICHMOND, VIRGINIA 


Ethical Pharmaceuticals of Merit Since 1878 
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for other signs of 
biliary dysfunction 
in *“‘chronic constipation”’ patients 


Other symptoms of dyspepsia, such as flatulence, 
intestinal atony, and belching—along with the patient’s 
chronic constipation—may indicate a functional 
disorder of the biliary tree. 


1 or 2 Neocholan tablets t.i.d.—with meals—is the usual effective dosage. 
As symptoms improve the dose may be decreased to 1 or 2 tablets daily. 
Each Neocholan tablet supplies Dehydrocholic Acid 250 mg. (334 grs.); 
Homatropine Methylbromide 1.2 mg. (1/50 gr.); Phenobarbital 8.0 mg. 
(% gr.). Bottles of 100 and 1000 coated, yellow tablets. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. Indianapolis 6, Indiana 


e 
gratifying improvement with 
Neocholan promptly relieves symptoms of bil 
|  dysfunction...including chronic constipatién. 
cholan increases the production of bile and promo 
Lie gee OP er drainage of bile into the 
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POLYCYCLINE 


TETRACYCLINE WITH TRIPLE SULFONAMIDES BRISTOL 


In a recent report! emphasizing the diffi- 
culty of treating refractory infections due 
to A.aerogenes, S.faecalis, Proteus species, 
and mixed infections triple sulfa-tetracy- 
cline was found particularly effective 
against each—and in doses lower than 
usually prescribed for either agent alone. 


POLYCYCLINE AQUEOUS C T/S combines 
broad-spectrum tetracycline with the high 
diffusibility and additive antibacterial 


effect of triple sulfonamides. 


Formula: Each 5 cc. teaspoonful contains 
125 mg. calcium tetracycline equivalent 
to the HCl, plus 167 mg. each of sulfadia- 
zine, sulfamerazine and sulfamethazine. 


@ FOR ORAL UsE—cherry flavored aqueous 
suspension 
® STABLE—no refrigeration required 


®@ READY TO USE—nothing to add 


1. Clapper, W. E. and Plank, L. E.: The Journal of Urology, 75:339-341 (Feb.) 1956. 


Detailed literature available on request 


Bristol 


LABORATORIES imc. 
SYRACUSE, NEW YORK 


; 
particularly effective against 
clinical failure 
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PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound, Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
theas, regional enteritis and ulcerative colitis. It 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which “re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series “‘Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethy] xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
(Sept.) 1953. 


Clinical trial packages of Pro-Banthine and the new booklet, ‘*Case 
Histories of Anticholinergic Action,’ are available on request to.++ 


P. O. Box 5110-C-17 
Chicago 80, Illinois 
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Ulysses between Scylla and Charybdis—Bettmann Archive 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


f Because of the complementary action of cortisone and the 
- salicylates, Salcort produces a greater therapeutic response 
a with lower dosage. Side effects are not encountered, and no 
5 withdrawal problems have been reported. 

d One study concludes: “‘Salicylate potentiates the greatly 
0 reduced amount of cortisone present so that its full effect is 
n brought out without evoking undesirable side reactions.””! 


e, indications: each tablet contains: 
Rheumatoid spondylitis . . . lum salicylate... . m. 
Rheumatic fever . . . Bursitis eel, 0.12 Gm. 
... Still’s Disease . . . Neuro- Calcium ascorbate. . . . 60.0 mg. 
4 muscular affections (equivalent to 50 mg. ascorbic acid) 
Calcium carbonate . .0 mg. 
. ‘Busse, E.A.: Treatment of Rheumatoid Arthritis by a Combination of Cortisone 
" and Salicylates. Clinical Med. 11:1105 


*U.S. Pat. 2,691,662 


The S. E. MASSENGILL COMPANY, Bristol, Tennessee » New York - Kansas City » San Francisco 
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in bursitis, tendinitis, tenosynovitis 


DRAMATIC 
RELIEF 
PAIN 


MY-B-DEN 


(adenosine-5-monophosphate) 


pain is relieved...function returns... 
swelling subsides...residual tenderness disappears 


this is the response pattern in acute and subacute bursitis with only 
7 or 8 injections.'! An average of 9 injections in chronic calcified 
tendinitis produces “unusually good results.”* 


Literature available to physicians—write Medical Service Department. 


references: (1) Rottino, A.: Journal-Lancet 7/:237, 1951. (2) Susinno, A. M., and 
Verdon, R. E.: J.A.M.A. 154:239 (Jan. 16), 1954. 


(s) AMES COMPANY, INC - ELKHART, INDIANA 
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every blood-building factor 
your anemic patient may 
just one 


capsule daily 


for all treatable anemias: 
each ROETINIC capsule contains 
therapeutic amounts of all known 
hemapoietic factors. 


Each ROETINIC capsule contains: 

Intrinsic Factor-Vitamin 
Bi2 Concentrate . . . 10U.S.P. Oral Unit 
2 mg. 
Ferrous Sulfate, Exsiccated . . . . 400mg. 


Molybdenum Oxide (as the Trioxide) . . 1.5 mg. 
Cobalt (as the Gluconate) . . . . . 0.5 mg. 
Copper (as the Gluconate). . . . .. 0.5 mg. 
Manganese (as the Gluconate). . . . . 0.5 mg. 
Zinc (as the Gluconate) . . . . ... 


Supplied: Bottles of 30 and 100 soft, soluble capsules. 


Need more than a hematinic? HEPTUNA® PLUS 
provides hemapoietic factors plus vitamins A and 
D, the entire B complex and 10 important minerals. 


Chicago 11, Illinois 
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ROMILAR IS AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 


Romilar is equal to codeine 


in specific 


antitussive effect 


For avoiding unwanted side effects 


ROMILAR 1S CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 


or constipation 


Hoffmann-La Roche Ince Nutley N. J. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide 
Syrup, Tablets, Expectorant (w/NH ,Cl) 


For controlling cough 
| 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 


IN DERMATOSES 


effective in over 


O|% of cases 
Terra-Cortril 


brand of oxytetracycline and hydrocortisone To pi cal O intment 


Proved effective in 526 of 575 cases of varied dermatoses. ‘‘No adverse 
reactions were noted...” in the entire group.’ 


“This topical ointment is clearly advantageous in combining in one 
preparation hydrocortisone [CORTRIL’]...and oxytetracycline [TERRAMYCIN®], 
which is effective against many of the pathogens that commonly 

exist with pruritic dermatoses.”’? 


Supplied: In 1/2-0z. tubes, containing 3% oxytetracycline hydrochloride (TERRAMYCIN) 
and 1% hydrocortisone (CORTRIL). 


PFIZER LABORATORIES, Brooklyn 6, New York 


Division, Chas. Pfizer & Co., Inc. 


1. Robinson, R. C. V., and Robinson, H. M., Jr.: 
South. M. J. 49:260, 1956. 


2. Lubowe, |. I.: To be published. 
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now you can prescribe 


sulfas 


in a delicious suspension...no unpleasant aftertaste 


DELTAMIDE 


THE PREFERRED QUADRI-SULFA MIXTURE 


Suspension Tablets 


Finicky patients are on your side when you prescribe 

Deltamide Suspension. Its delightful synthetic 

chocolate-like flavor completely masks the taste of 

sulfas. Deltamide Suspension can safely be given to 

children and other patients sensitive to chocolate. 
Each 5 cc. teaspoonful of the Suspen- 


Try Deltamide in urinary 
, or each Tablet, supplies: 
tract infections. Action is ppl 


Sulfadiazine 0.167 Gm. 

rapid and side effects ; 
te Sulfamerazine 0.167 Gm. 
nomical for your pa- Sulfamethazine 0.056 Gm. 
Sulfacetamide 0.111 Gm. 


tients. 
Tablets: Bottles of 100 and 1000. 


Suspension: 4 and 16 oz. bottles. 


When the situation also calls for penicillin— 
DELTAMIDE w/Penicillin 


tains—in addition—250,000 units of po- — suspension: 60 cc. bottles to provide 2 oz. 
tassium penicillin G. of suspension by adding 40 cc. of water. 


' 
' 

' 

' 

: Each tablet or 5 cc. of suspension con- Tablets: Bottles of 36 and 100. Powder for 

' 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY. + KANKAKEE, ILLINOIS 
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THE WARREN-TEED PRODUCTS CO. 


SOUTHERN MEDICAL JOURNAL 


COLUMBUS 8, OHIO 
Dalles oChettencege © Portiond Los Angeles 


--— when the 


‘| 


pain threshold 


(must be raised... 


CAPSULES e WARREN-TEED 
(non-narcotic ) 


for extraordinary pain relief . . . without narcotics 
. a synergistic combination of proven analgesics: 
Dipyrone (1 gr) most effective of the pyrazolone 
group and of low toxicity, aspirin (3 gr), aceto- 
phenetidin (2 gr), all potentiated by a small amount 
of phenobarbital (14 gr) so valuable when pain is 
accompanied by anxiety and sleeplessness. 


Prescribe AXOFOR Capsules Warren-Teed for 
high-level analgesia without narcotic side effects, 
without stimulation as compared with caffeine-con- 
taining analgesics. 


DOSE ...one capsule every hour for three doses, 
one capsule every two hours thereafter as needed. 


WARREN -TEED 
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a carefully formulated analgesic-sedative. For 
effective symptomatic relief in the treatment of 
colds and less severe types of respiratory tract 
infections. The presence of phenobarbital is of 
value in nervous and apprehensive patients and in 
those cases where mild sedation is desired. 


Each HASAMAL tablet or capsule contains: 


16.2 mg. (44 gr.) 
Warning: May be habit-forming . 
Acetylsalicylic Acid ............ 162.5 mg. (2% gr.) 
Acetophenetidin ............... 162.5 mg. (2% gr.) 
Atropine Sulfate ............0. 0.00065 mg. 
Hyoscine Hydrobromide ........ 0.0011 mg. 


Hyoscyamine Hydrobromide .... 0.0325 mg. 


Write for free samples and literature. 


HASACODE 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 


When severe pain demands more potent measures, 
Hasacode provides the actions of Hasamal, plus 
codeine. Available in 2 codeine strengths, 1 gr. 
(Hasacode) and 1% gr. (Hasacode “‘Strong”). 


Supplied: Hasamal — Tablets or capsules, 
bottles of 100, 500 and 1,000. Hasacode and 
Hasacode “Strong” — bottles of 100 and 500 
tablets. 
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Lutrexin is in adequate supply 


ed A BLETS 
LUTREXIN is a new, water soluble, non-steroid, uterine 


relaxing hormone—a new ovarian hormone entirely unlike estrogen 
or progesterone—which has been isolated from the ovary. 


LUTREXIN produces demonstrable blood levels thirty 
minutes after oral administration.' 


For the relief of uterine contractions 


In a preliminary study, Majewski and Jennings report that the use of 
LUTREXIN has produced favorable results in 80% of clinically 
diagnosed cases of premature labor. 


Supplied in bottles of 25—1000 unit tablets 
1. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., Vol. 67: No. 
3, 628-633, 1954. 


2. epee, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5, No. 5, 


HYNSON, WESTCOTT & DUNNING, INC. Balto. Md. <i> 
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offer an increasingly better prognosis. 


SURGICAL PROCEDURES that were accompanied 
by tremendous hazard even a decade ago are 
now accomplished with a much lower mor- 
bidity and immediate mortality. Patients with 
cancer of the colon have shared in this gen- 
eral improvement in the results of surgery. 
Many factors have contributed to the present 
state of affairs. First, we now are better cog- 
nizant of the physiologic and biochemical 
processes of the body and can more accurately 
correct deficiencies that frequently accom- 
pany illness from malignant disease. The prep- 
aration of the patient now includes adjust- 
ments in hemoglobin, electrolytes, fluid, etc., 
and it is now customary to spend from five 
to seven days in careful preoperative exami- 
nation and preparation. By contrast, the rec- 
ords of 100 operations for cancer of the 
colon performed by various members of the 
staff of a large hospital in Dallas during a 
period ending twenty years ago! indicated 
that the majority of these patients entered 
the hospital the evening before operation and 
that the usual preparation consisted of a single 
soapsuds enema. The preoperative diagnosis 
in 22 per cent of the patients with cancer 
of the right colon was appendicitis. The mor- 
tality ranged from 25 per cent in individuals 
with cancer of the right colon to 50 per cent 
for lesions of the left colon, and in one-half 
of the surgical deaths the preoperative diag- 
nosis was incorrect or indefinite. A later trend 
toward proper preoperative preparation re- 
sulted in a lowering of mortality in this hos- 
pital long before the antibiotics were in 
general use. 
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Nevertheless, it would be ungrateful not to 
acknowledge that the newer drugs have had a 
definite part in lowering mortality and in 
preventing complications. Sulfasuxidine and 
Sulfathalidine were the first efficient drugs 
used before colonic surgery and are still 
favored by a majority of surgeons. Many other 
antibiotics, except for neomycin, when ad- 
ministered for only twenty-four hours, have 
had thorough trial and have been discarded 
in many localities because of the hazard of 
subsequent diarrhea and even fatal entero- 
colitis. 


Education of the patient and a justified 
lessened fear of surgery on his part, together 
with increased use and efficiency of the barium 
enema and the proctoscope, are causing a 
reduction in the duration of symptoms before 
diagnosis. 


Preoperative Management 


In unobstructed individuals, the proper 
drugs and a low residue, high protein diet 
can be given for some days before the patient 
enters the hospital. Even here, from 48 to 72 
hours preliminary hospitalization is necessary 
to correct any deficiency in blood volume or 
fluid balance. Intravenous fluids should be 
given during the immediate preoperative 
hours when the patient is denied oral feed- 
ing. If obstruction is a factor, the preparation 
of the patient for definitive surgery includes 
relief of this condition. Where the lesion is 
in the rectosigmoid or left colon, partial ob- 
struction can frequently be reversed by per- 
sistent irrigation from below. Obstruction in 
the right colon, if not alleviated promptly 
by intubation, can be dealt with by cecostomy 
or ileotransversostomy. Obstruction in the left 
colon, unrelieved by enemas, requires prelimi- 
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nary transverse colostomy. The prudent sur- 
geon still recalls the inherent peril associated 
with infection and obstruction and does not 
permit economic factors nor surgical show- 
manship to dictate unsafe management of in- 
dividuals demonstrating these complications. 


Surgical Management 


The muscle splitting incision, with all tis- 
sues divided longitudinally on the same 
plane, destroyed or damaged the nerve and 
blood supply and was conducive to poor 
healing and subsequent hernia formation. The 
paramedian incision of sufficient length is 
much more satisfactory. The rectus muscle is 
retracted outward, carrying the blood and 
nerve supply with it without damage. In 
lesions of the flexures or transverse colon, 
a transverse incision gives more adequate ex- 
posure and the wounds seem to heal well, 
demonstrating again that interruption of 
nerve supply is more dangerous than incision 
of muscles. 

Since we now know that dehiscence begins 
with separation of the peritoneal suture line, 
interrupted sutures are advocated for all layers 
of the abdominal wall when the incisions 
are closed. 


The first reported resections of bowel were 
followed by immediate anastomosis. Over one 
hundred years ago Raybard of Lyon advo- 
cated this procedure. The mortality was so 
prohibitive that when Mikulicz? and Bloch 
of Copenhagen suggested a procedure in 
which the colon was mobilized, the portion 
bearing the tumor exteriorized and a double 
barreled colostomy (for later closure) fash- 
ioned, the procedure became very popular 
and was, up to the present era, a safer type 
of anastomosis. When resection with imme- 
diate end-to-end anastomosis again came into 
vogue, it was accepted with some timidity 
on the part of the surgeon, a_prelimi- 
nary ileotransversostomy being advocated for 
tumors on the right side, and a preliminary 
or coincident cecostomy or transverse colos- 
tomy frequently used when a resection of the 
left colon was to be undertaken. These ex- 
pedients have gradually ceased to be a part 
of the operative procedure. Moreover, instru- 
ments for closed or “aseptic” anastomosis were 
commonly used even in the late forties. As 
late as 1948, the open type anastomosis, now 
in common use because it permits complete 
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visualization of each bowel layer, and the 
accurate placement of sutures resulting in 
strong accurate union with less inversion of 
tissue to encourage obstruction,® was still op- 
posed by excellent surgeons, among them? 
Rankin, Stone, Wangensteen and Pemberton. 

When the anastomosis, which I believe 
should be end-to-end in dealing with either 
small or large bowel, is done with the ob- 
servance of certain rules, it will function and 
will not leak. The bowel ends must be viable, 
as shown by the color of the bowel and small 
pulsating vessels at the resection edge. The 
suturing must be accurate and should be in- 
terrupted, to avoid constriction, for all the 
layers of the bowel. There must be no ten- 
sion on the suture line. The fat attached to 
the bowel ends must be left in place to avoid 
avascular necrosis and drainage tubes when 
indicated should be soft and never placed 
near the line of anastomosis. 

The present tendency is to restrict post- 
operative intravenous fluids to two liters 
daily and to decrease this amount if renal 
output is deficient. Water soluble vitamins 
are added and salt is given after 48 hours. 
Oral feeding begins when the passage of gas 
from the rectum insures the patency of the 
bowel lumen and is rapidly increased in 
amount. 

The intestinal tube is inserted from above 
only if the small bowel is involved in the 
anastomosis or if the patient swallows air in 
belching. It is removed within three days 
after the operation because it is a known 
liability. 

Patients are encouraged to walk rather than 
sit when ambulatory, to avoid pressure on 
leg veins. 

In addition to these generally accepted de- 
tails, emphasis should be placed on a few 
quite recent suggestions by bowel surgeons. 
These are designed to remove more mesenteric 
nodes which may be potentially involved; to 
avoid venous spread of cells or implantation 
of cancer cells in areas of bowel anastomosis; 
to determine the proper method of removal 
of intestinal polyps; and to forestall the de 
velopment of secondary malignant changes in 
individuals with long-standing ulcerative 
colitis. 

In 1908, Barkley Moynihan’ advocated high 
ligation of the inferior mesenteric vessels for 
lesions on the left side. Miles* did not agree 
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and proposed ligation of the artery below the 
first sigmoidal branch and this has been the 
usual procedure in this country. Because the 
cure rate has been higher following the hemi- 
colectomy customary for lesions of the right 
colon, Rosi? and Bacon* now advocate ac- 
cepting Moynihan’s suggestion and, in order 
to remove all the lymph nodes accompany- 
ing the mesenteric vessels, ligating these at 
their origin above the left colic artery and 
substituting left hemicolectomy for segmental 
resection. By clearing the intramesenteric 
lymph nodes in 90 cases of carcinoma of the 
bowel removed in this manner, Bacon and 
his associates demonstrated that in 9 per cent 
of these the operative procedure would have 
left malignant nodes behind if this high liga- 
tion and consequent removal of all the left 
mesentery had not been done. It is important 
here to individualize the treatment in each 
case. In an obese individual with a thick 
mesentery and a short transverse colon, the 
technic suggested, however praiseworthy sta- 
tistically, could increase operative mortality 
sufficiently to overcome the advantage cited. 

As part of the exploration preliminary to 
removal of a tumor, palpation of the growth 
and even partial mobilization from the lateral 
side is usual. Turnbull® recently ligated the 
veins above the tumor in 25 instances, then 
mobilized the growths, and afterwards studied 
cytologically centrifuged blood from the 
ligated veins. In 32 per cent, cancer cells, 
apparently due to manipulation of the can- 
cers, were identified. Since venous spread to 
the liver is an inoperable complication, it 
seems entirely logical to do a preliminary 
venous ligation before any manipulation or 
mobilization to avoid dissemination through 
veins. 

There is an unfortunately high incidence 
of local recurrence of carcinoma at the anasto- 
motic line following resection of the colon, 
probably due to implantation of free cells 
in the suture line. Irrigation of the bowel 
just prior to operation is one method of 
removing these detached cells from the field. 
Cole!’ and his associates repori tying liga- 
tures around the bowel above and below the 
tumor before any operative manipulation. 
Smears from the lumen were processed by 
the method of Papanicolaow and revealed 
malignant cells on the tumor sides of the 
ligatures but not beyond. Without the liga- 
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tures, cells could be found as tar away as 10 
inches. 

The proper method of removing malignant 
colonic polyps or those suspected of malig- 
nancy is still under discussion. The malig- 
nant potentiality of familial polyposis has 
been proved, and colectomy is the usual treat- 
ment, with preservation of the rectum if, 
(a) no malignant change is present, (b) the 
surgeon owns a sigmoidoscope, and (c) has 
the patience to carefully inspect and, if neces- 
sary, fulgurate the rectum from then on. Un- 
less these specifications are met, the rectum 
also must be sacrificed. 


A flat-based polyp in the colon above the 
view of the sigmoidoscope requires segmental 
resection of the bowel. 

An adenomatous polyp with a well-defined 
stalk offers an individual problem. While 
this problem is simplified for those who 
propose segmental resection in all instances, 
it does not appear justifiable to do a major 
operation unless it is definitely necessary. Un- 
questionably, the invasion of the stalk by can- 
cer cells demands a resection, but a benign 
polyp or one demonstrating only early fundal 
changes may properly be removed by colotomy 
with accurate resection of the mucosa of the 
base along with the lesion. 

The incidence of carcinoma of the colon 
in individuals with chronic ulcerative colitis 
is much greater than in the general popula- 
tion of comparative age, approximately 0.5 
per cent as against .011 per cent.!! It seems 
clear that cancer of the colon of a type diffi- 
cult to control and appearing under circum- 
stances making it difficult to recognize early, 
constitutes a constant danger to patients with 
chronic ulcerative colitis which is not con- 
trolled.!? 


Councill and Dukes!” describe the cancers 
which do occur as being of high grade, chiefly 
of the colloid type and occurring in submu- 
cosal areas, often without any tumor or ulcer 
of the surface, and causing a diffuse stricture 
from intramural spread. 

Lahey!’ reported that carcinoma has been 
found in 7 per cent of patients with chronic 
ulcerative colitis operated upon at the Lahey 
Clinic and estimated that it occurs in 30 per 
cent of patients with the disease existing 10 
years or longer. Unquestionably, the internist 
now must recognize that he carries a definite 
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responsibility in maintaining individuals on 
medical therapy who fall into this category. 

Polypoid projections from the colonic mu- 
cosa (Figs. 1 and 2) in the presence of long- 
standing and extensive inflammatory disease 
were described by Rokitansky of Vienna, in 
1849. Woodward, in 1881, gave them the 
name pseudopolyps to distinguish them from 
the more common adenomatous type. They 
arise from mucosal rests or islands surrounded 
by ulcerated areas, are activated by trauma 
and infection, hypertrophy and resemble true 
tumors. On cross section they contain a core 
of connective tissue, surrounded by normal 
colonic mucosa. Perhaps by confusion with 
true adenomatous polyps, they have been 
charged with an intrinsic malignant ten- 
dency. 

Warren'* states unequivocally that these 
inflammatory tumors are least likely to un- 
dergo neoplastic transformation and_ that, 
moreover, no convincing case in which this 
occurred has been found. Nevertheless, pseudo- 
polyps are constantly found in relationship 
to cancer of the ulcerated colon, especially 
multicentric cancer. This relationship is be- 
lieved to be due to continual attempts toward 
regeneration of the mucosal epithelium be- 
tween them, which proceeds until precancer- 
ous epithelial hyperplasia develops. They 


FIG. 1 


Barium enema study of pseudopolyposis of colon. 
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Removed colon. Pseudopolyposis of colon associated with 
chronic ulcerative colitis. 


should be regarded, therefore, as warning sen- 
tinels and are unquestionably one of the 
criteria suggesting colectomy in individuals 
with chronic ulcerative colitis. 
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Discussion (Abstract) 


Dr. George D. Vaughan, Richmond, Va. 1 must 
offer some explanation for not having prepared a 
formal discussion on this paper. Some weeks ago I 
saw Dr. Rosser and told him I was looking forward 
to looking over his paper so I could work up some 
sort of a discussion on it. He said, “Oh, goodness, I 
have three more to do before that comes up.” So 
I did not have too much time to go over this paper. 

Therefore, it is almost ridiculous for me to attempt 
to add to or embellish this paper. But I would like 
to add some ideas of my own. With our present 
knowledge of carcinoma of the colon, we can now 
expect to improve our results in only two ways: the 
first being early diagnosis, and the second, more 
radical surgery. 

About early diagnosis, I am sure we all share the 
same feeling, that it must be our purpose to preach 
thorough examination and that this is one of our 
primary duties in proctology. 

The second means of improving our results is more 
radical surgery. In recent years several innovations 
have taken place: high ligation of the inferior 
mesentery artery which Dr. Rosser discussed, the 
complete deperitonealization of the pelvic floor, a 
thorough cleaning of the iliac vessels, and even at 
present there are some who feel that a left hemicolec- 
tomy is best for all lesions of the left side. Certainly 
these premises are offering us some real strides in 
radical operations. 


However, the next question is, where shall we stop? 
Obviously, the answer is, we should not stop. Never- 
theless, I think we might define two end products of 
cancer surgery,—one is living and the other one is 
existing. To me there are worse things than death. 
If a patient is cured of his disease and left to live 
out a miserable existence, we accomplish nothing. I 
am thinking of a patient who was operated on about 
a year ago for squamous cell carcinoma of the anus 
with radical dissection of the inguinal nodes. This man 
spent about 8 weeks in the hospital. It was necessary 
to skin-graft him. When he left the hospital, without 
any surgeon’s fees, he was broke. He has four chil- 
dren, has not been able to work since, and I doubt 
if he ever will work again, although he has had no 
recurrence. This man has tremendous edema of both 
legs, scrotum, buttocks and the lower abdomen. I 
feel that if a radical node dissection is done, it is 
most unlikely that this is avoidable. I would like 
Dr. Rosser to give me some ideas on the radical 
dissection of nodes in squamous cell carcinoma. 

I feel we must in some way temper our enthusiasm 
for radical surgery with a sense of responsibility for 
= these patients to a useful, happy way of 
ife. 

Dr. Stuart Ross, Garden City, N. Y. Dr. Rosser’s 
paper has been instructive, as always, and I have 
nothing to quarrel with and I doubt if I can add 
anything. 

However, I wanted to mention one thing we have 
been doing recently which has to do with the prepara- 
ion of the bowel. Dr. Rosser mentioned he prepares 
the bowel, as I imagine most of us do, with neomycin 
at the end of a preparatory period. I have forgotten 
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whether he mentioned that he uses Sulfathalidine. 


We also use the same preparation, four or five 
days of Sulfathalidine, followed by about 36 hours of 
neomycin. Recently we have taken stool cultures at 
three points in that preparation: first, when the pa- 
tient enters the hospital, as a control; second, at the 
end of the period of Sulfathalidine therapy; and 
third, 24 hours later, after the patient has had neo- 
mycin. In the great majority of these instances, and 
I might say we have taken cultures from the open 
bowel at the time of operation, our cultures have been 
sterile except for the original one. We have been 
unable to get any growth whatever on stool cultures 
of defecated specimens immediately prior to opera- 
tions. Once in a while, however, although we have 
not been doing this long enough to present any sta- 
tistics, in spite of the thorough mechanical cleansing, 
several days of Sulfathalidine and one day of neo- 
mycin, we find the bowel entirely sterile with the 
exception of colonies of two germs, one the staphylococ- 
cus, and the other streptococcus fecalis. Ordinarily 
this would not have alarmed me too much except 
that I am very conscious these days of pseudo- 
membranous enterocolitis, a rather rapidly fatal disease 
in the postoperative period. Consequently, having dis- 
covered these two germs upon a few occasions, we 
have used intravenous erythromycin prophylactically 
in the immediate postoperative period with the idea 
that we may have prevented a case or two of that 
disease. 


In the matter of bilateral inguinal node dissection, 
I do not have enough experience with it, but I believe 
that there is evidence in the literature that radical 
node dissection is fe:sowed by permanent cure chiefly 
when no involved nodes are found. When a careful 
bilateral node dissection is done and involved nodes 
are found, the mortality remains very high. 


Dr. V. C. Tucker, San Antonio, Tex. I would not 
presume to discuss Dr. Rosser’s paper at all. I want 
to bring up one point in the preparation that has 
not been mentioned today. I do not know whether 
it has offered a problem generally for I have not read 
anything about it. In our area we have had quite a 
series of fatalities following the intraperitoneal use 
of neomycin, especially in children. I just wanted to 
point that out to you. It is not meant for intra- 
peritoneal use. 


Dr. Rosser (Closing). 1 very much appreciate the 
discussion by Dr. Vaughan, Dr. Ross and Dr. Tucker. 

I want to emphasize again what I said about neo- 
mycin. I believe if we continue to spread neomycin 
out over too many days, we are going to have the 
same trouble with it that we have had with other 
antibiotics. I believe 24 hours is sufficient to obtain 
effective results. I have had no complications following 
operation when neomycin is used for 24 hours and 
that is how I expect to use it in the future. 


I do not do any inguinal node dissection in con- 
nection with anal cancer. 


I am glad Dr. Ross mentioned that. Dr. Binkley, 
who has had a very wide experience at Memorial 
Hospital, does not favor routine node dissection, and 
it seems to me we should not cripple our patients 
by a thorough node dissection as this frequently does. 
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Hydroxystilbamidine Treatment of 


North American Blastomycosis* 


blastomycosis than any drug used heretofore. 


BEFORE THE ADVENT OF THE STILBAMIDINES the 
treatment of blastomycosis was unsatisfactory. 
In 1939, Martin and Smith! reported a mor- 
tality of 92 per cent in 347 cases of systemic 
blastomycosis, collected from the literature, 
which had been followed for more than two 
years. 

Cases of cutaneous blastomycosis, although 
not usually fatal, were unsatisfactorily treated 
with iodides which usually did not hold the 
lesions in check. At many dermatologic clinics 
some of these patients with cutaneous blasto- 
mycosis were followed for years, the skin 
lesions becoming progressively larger and 
spreading, despite iodide and other therapy, 
including antibiotics, sulfonamides and x-ray 


therapy. 
Use of Stilbamidines 


In the past few years, attention has been 
focused on a new group of drugs used in 
systemic and deep mycotic infections. This 
group of synthetic compounds, the aromatic 
diamidines, had been shown to have thera- 
peutic effects in a number of diseases, in- 
cluding trypanosomiasis, leishmaniasis, and 
multiple myeloma, before in vitro and in 
vivo tests showed it to be effective in the 
deep mycoses, especially blastomycosis. 

Elson,” in 1945, first demonstrated the fungi- 
static effects of one of the members of the 
aromatic diamidine group, propamidine, 
against Blastomyces dermatitidis in vitro. Five 
years passed, however, before Colbert and as- 
sociates* used propamidine in the treatment 
of cutaneous blastomycosis. 

Schoenbach and his co-workers,* in 1951, 
first reported using stilbamidine, another 
member of the aromatic diamidine group, in 


*Read before the Section on Dermatology and Syphilology, 


Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 


IRVING D. LONDON, M.D., Montgomery, Ala. 


The stilbamidines have offered a more effective means of controlling 


the treatment of two cases of systemic blasio- 
mycosis with encouraging results. Within two 
years stilbamidine was reported efficacious 
against systemic blastomycosis, both in vivo 
and in vitro, by other workers, including Cur- 
tis and Harrell,® and others.®7 


However, treatment with stilbamidine was 
not always successful,’ and it was known from 
its use in other diseases that trigeminal neu- 
ropathy developed as a late sequela. In an ef- 
fort to find a nontoxic stilbamidine derivative, 
Snapper® had investigated 2-hydroxystilbami- 
dine in 1948, and found that it did not pro- 
duce trigeminal neuralgia. Snapper and co- 
workers!® in 1952 demonstrated that 2-hy- 
droxystilbamidine had fungistatic properties 
in vitro. Snapper and McVay," in 1953, re- 
ported on the use of 2-hydroxystilbamidine in 
the treatment of four cases of North American 
blastomycosis. Three cases of systemic blasto- 
mycosis were treated and apparently arrested. 
One case of cutaneous blastomycosis was ar- 
rested. There was no damage of the fifth 
nerve noted in these patients. 


Sutliff, Kyle and Hobson” treated 12 cases 
of blastomycosis with 2-hydroxystilbamidine. 
Seven cases, 2 cutaneous and 5 systemic, were 
arrested; 2 additional cases of pulmonary dis- 
ease were labeled “improved,” and 3 pul- 
monary cases were unimproved, including one 
previously treated unsuccessfully with stilbam- 
idine. One of these cases, however, only 
received 2 Gm. of the drug. Three other cases 
of systemic blastomycosis have been reported 
arrested by the use of hydroxystilbamidine in 
three separate 

In 1955, an epidemic of 10 cases of systemic 
blastomycosis, mainly pulmonary in type, was 
reported in Grifton, N. C. These cases were 
examined and treated at Duke University 
Hospital.1® One infant died before specific 
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therapy could be instituted. Another child, 
age 3, was nearly asymptomatic by the time 
the diagnosis of blastomycosis was confirmed 
five months after the onset of the disease 
and, therefore, was not given specific therapy. 
Four other children were treated with 2-hy- 
droxystilbamidine, and four adults were 
treated with stilbamidine. All of these eight 
cases responded to the treatment, with the 
sputum becoming negative and with gradual 
resolution of pulmonary lesions. 

So far, in none of these cases treated with 
2-hydroxystilbamidine, has a toxic effect on 
the fifth nerve been noted. The only evidence 
of untoward reactions occurred when injec- 
tions were given rapidly, and in these cases 
generalized pruritis, weakness and dizziness 
were sometimes experienced. Pallor and tachy- 
cardia, and a transitory drop of blood pres- 
sure also were noted. 


Case Reports 


This paper will report four cases of blasto- 
mycosis, two of cutaneous and two of sys- 
temic type, apparently arrested after treat- 
ment with 2-hydroxystilbamidine. 


Case 1. Mrs. M. E. G., a 48 year old white woman, 
came in on October 14, 1954, stating she had “blasto- 
mycosis.” In June 1954, she had noticed an eruption 
on the left leg which became crusted and spread over 
this leg and later to the right leg. A clinical diagnosis 
was made during July 1954, and she received in suc- 
cession, iodides, injections of eight blastomyces vac- 
cine intradermally, eight superficial x-ray treatments, 
and various local applications. The lesions, however, 
continued to spread. 

Examination on October 14, 1954, revealed granu- 
lomatous lesions typical of cutaneous blastomycosis 
covering the whole anterior aspect of the left leg, 
part of the right leg and a small area on the left 
thigh. The lesions showed an active moist granu- 
lomatous border typical of cutaneous blastomycosis. 
Smears from the moist border of a lesion revealed 
many double contoured bodies with some budding, 
which was considered pathognomonic of Blastomyces 
dermatitidis. A culture, however, failed to reveal any 
organisms. Blastomycin skin test was positive. Physical 
examination was otherwise normal. X-rays of the 
chest and of the vertebrae failed to reveal any patho- 
logic changes. 

Between October 19, 1954, and January 28, 1955, 
she received two courses of hydroxystilbamidine in- 
travenously totaling 5.025 Gm. The first course was 
interrupted on October 30, because of a drop of 
WBC to 4,400, but this rose to 7,200 in several days. 
The lesions were noted to be healing during the first 
course, but some crusting was again noted prior to 
the second course in January 1955. Following this, 
the lesions dried completely and scaled off leaving 
an apparently normal skin, from which no organisms 
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could be obtained on repeated smears and cultures. 
Her only complaint during the treatment was mild 
nausea. No fifth nerve neuropathy was noted during 
nor after the courses of hydroxystilbamidine. Her 
course has been followed for 9 months following 
therapy and the lesions have remained healed. 


Case 2. J. F., a 33 year old white man, an engineer, 
was referred for treatment of blastomycosis on Febru- 
ary 16, 1955. For 15 months previously he had noticed 
a small lump in his left calf which ulcerated in 
January 1955. Biopsy was done and blastomyces found 
in the stained section. As a result of the biopsy, 
the ulcer had gaped open and, when seen by me, 
there was a profuse serous drainage from the ulcer. 
The area around it was firm. There was no significant 
lymphadenopathy. The patient stated that he believed 
his original lesion followed a bruise he sustained 
after sliding down a wooden ladder. 


Smears taken from the ulcer revealed the double 
contoured organisms of Blastomyces dermatitidis. Cul- 
tures, however, failed to reveal any growth. X-ray of 
chest and leg, and physical examination were other- 
wise normal. 


The patient received a total of 6.06 Gm. of hydroxy- 
stilbamidine in two 14 day courses beginning March 
7 and May 10, 1955 respectively. The ulcer began to 
heal about five days after the onset of therapy and 
was healed over at the end of the first course. Fol- 
lowing this repeated search failed to reveal any or- 
ganisms. Blastomycin skin test was negative on April 


(Case 3) Before treatment 
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6, as were complement fixation studies performed at 
the same time. 

During July 1955, the patient developed a_ follic- 
ulitis around the healed area, probably the result 
of adhesive tape and self-examination by the patient. 
Smears and cultures for blastomyces remained nega- 
tive, and the patient was given Gantrisin orally. He 
insisted upon a third course of hydroxystilbamidine, 
however, and was given another 3.1 Gm. in a 14 day 
course, making a total of 9.21 Gm. 

The original lesions have remained healed. There 
was no evidence of trigeminal neuropathy at any time 
during nor since the administration of the drug. 

Two cases of pulmonary blastomycosis were 
seen in consultation at Station Hospital, Max- 
well Air Force Base, in 1954 and 1955, and 
were treated with large doses of hydroxystil- 
bamidine with apparent arrest of the disease. 
These cases have not been reported elsewhere. 

Case 3. C. C. G., a 19 year old airman, was ad- 
mitted to Maxwell Air Force Base Hospital on 
February 27, 1954, for surgical removal of a “coin 
lesion” of the right lung (Fig. 1). He had been ill 
with a supposed upper respiratory infection since 
January 1, 1954. Surgical resection of the right upper 
lobe was carried out on March 12, 1954, the gross 
lesion resembling a tuberculoma. The surgeon noted 
some peribronchial lymph nodes. 


Smears of the lung tissue revealed single budding 
thick walled spores of Blastomyces dermatitidis. Cul- 


FIG. 2 


(Case 3) After treatment 
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FIG. 3 


(Case 4) Before treatment 


tures of the lung tissue revealed the same organism, 
as did three sputum cultures performed postopera- 
tively. X-ray studies of the skeletal system were 
normal. 


Hydroxystilbamidine was recommended but was not 
available until August 2, 1954, when a 50 day course 
of the drug was begun. He received a total dose of 
11.25 Gm. during this time. There was some anorexia 
and occasional nausea but no overt vomiting during 
the treatment, these symptoms being relieved with 
chlorpromazine. 

There was marked subjective improvement with 
gain in weight noted after several months. Follow-up 
sputum cultures taken through February 1955, were 
negative. No facial neuralgia was noted either during 
the course of treatment nor subsequently. 


He was discharged from the hospital in December 
1954 and was followed with x-ray film every two 
months until September 1955, one year after comple- 
tion of this therapy (Fig. 2). He has remained symp- 
tom free. 


Case 4. J. A. S., a 45 year old Air Force sergeant 
was transferred to Maxwell Air Force Base Hospital, 
because of pleural effusion of one month’s duration, 
on May 10, 1955. X-ray films of his chest taken at 
re-enlistment in July 1954 were normal. Those on 
hospital admission revealed pleural effusion at the 
left base and pneumonitis in the left lower lobe 
(Fig. 3). Not until the sputum was examined for 
fungi was the etiologic agent revealed. On July 1, 
1955, sputum cultures revealed Blastomyces derma- 
titidis. Thoracentesis was then done and the sefo- 
sanguineous fluid revealed the same organisms. Blas- 
tomycin skin test was reported 3 plus. Complement 
fixation studies for blastomycin were reported anti- 
complementary. X-rays of the bony skeleton were 
normal. 

Hydroxystilbamidine therapy was begun on July 
14, 1955, and he received 9.8 Gm. of the drug in 4 
43 day course. There were no toxic symptoms during 
the course of the drug and no facial neuropathy 
since then. His symptomatic improvement was fol 
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(Case 4) After treatment 


lowed during and for two months after the course 
of hydroxystilbamidine with chest x-ray films which 
revealed a slow but steady regression of the effusion 
and the pneumonitis (Fig. 4). 


Discussion 


The most noteworthy findings as a result of 
this study would appear to be the rapidity 
of action of the drug, hydroxystilbamidine, 
on the course of North American blastomy- 
cosis, and the confirmation of the absence 
of neurotoxicity of this drug. 


Both of the patients with cutaneous blasto- 
mycosis reported here showed signs of healing 
skin lesions in a two week period after onset 
of treatment. No organisms could be demon- 
strated after the onset of therapy in all four 
cases. All four received a total dose of be- 
tween 5 and 11 Gm. of hydroxystilbamidine. 
It was evident that cutaneous healing con- 
tinued long after the drug was given and 
must be ascribed to the continued presence 
of hydroxystilbamidine in the skin. The 
lesions have remained healed for a period of 
10 months in the first cutaneous case, and 
six months in the second, if one discounts 
the folliculitis in the latter. 


The two cases of pulmonary blastomycosis 
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have been followed for one year after treat- 
ment in case 3, and 2 months in case 4, with 
physical examinations and x-ray studies. Dur- 
ing their courses of therapy immediate im- 
provement was noted symptomatically, and 
progressive healing of the pulmonary lesions 
on roentgenograms. This has continued to 
the present. 


None of the four cases showed any evidence 
of damage of the fifth nerve either during 
or following the treatment with hydroxystil- 
bamidine. The only toxic symptoms appeared 
to be some nausea and epigastric distress in 
two of the patients, which subsided soon after 
therapy was stopped. 

No correlation has been shown to exist 
between complement fixation studies and 
skin tests to blastomycin. In the recent epi- 
demic of 10 cases of North American blasto- 
mycosis studied at Duke University Hospital'*® 
there were four positive skin tests, one doubt- 
ful and five negative tests. Of these five nega- 
tives, three also had negative complement fix- 
ation studies. Snapper and McVay’s single 
case of cutaneous blastomycosis had a nega- 
tive complement fixation test also. They 
stated that “isolated cutaneous blastomycosis 
is not always associated with a positive com- 
plement fixation test.”1! Case 2, in the present 
study, had negative skin tests and negative 
complement fixation studies. The only con- 
clusion that can be reached is that negative 
blastomycin skin test and negative comple- 
ment fixation tests, even if combined in the 
same patient, do not rule out the diagnosis of 
blastomycosis. 


Smith hypothesized in 1949, that the pres- 
ence of a positive complement fixation test 
might indicate a poor prognosis, after a study 
of 40 cases.17 Since this study was performed 
before the stilbamidine era of therapy this 
idea may have to be revised, as the three 
cases with positive complement fixation in 
the North Carolina epidemic all were ar- 
rested with stilbamidine or hydroxystilbami- 
dine. 


Summary 


Four cases of North American blastomy- 
cosis, two of the cutaneous and two of the 
systemic type, were treated with 2-hydroxy- 
stilbamidine with apparent arrest of the dis- 
ease in all. The two cases of purely cutaneous 
blastomycosis have been observed for 10 and 
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6 months respectively, following treatment, 
with no recurrence of the lesions noted. 


The cases of pulmonary blastomycosis, one 
with a “coin lesion” of the lungs that was 
removed, the other with pleural effusion and 
pneumonitis, also showed clinical arrest and 
resolution of the disease after therapy. The 
former patient was followed for one year, 
the latter for two months. There was no 
evidence of fifth nerve damage after treat- 
ment with hydroxystilbamidine in any of the 
four cases. 
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Discussion (Abstract) 


Dr. H. M. Robinson, Jr., Baltimore, Md. Dr. Lon- 
don has presented his material in a simple, straight- 
forward manner which is almost complete in every 
detail. As was stated, prior to 1951 there was no 
satisfactory treatment for blastomycosis and the mor- 
tality rate was in excess of 90 per cent. Following the 
report by Schoenbach on the use of stilbamidine, we 
employed this drug in the treatment of one of our 
cases but in spite of adequate dosage over a long 
period of time the patient did not obtain a satisfac- 
tory result. Pulmonary lesions developed and he died. 
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One other patient developed trigeminal neuralgia, 
which is a common complication of stilbamidine 
therapy. The neurosurgeons have been using stil- 
bamidine in the treatment of tic douloureux and 
have observed a high incidence of trigeminal neu- 
ralgia as a complicating feature. The symptoms de- 
veloped by these patients vary from mild itching to 
violent pain over the nerve distribution. This com- 
plication has not been observed with 2-hydroxystil- 
bamidine. 

Following reports by Snapper and McVay, and Sut- 
liff and associates, we instituted treatment with 
2-hydroxystilbamidine in two hospitalized patients with 
extensive cutaneous lesions. Both of these individuals 
obtained excellent results with complete involution 
of lesions. One of these patients had marked bilateral 
ectropion. After the skin lesions had healed, plastic 
surgery was done on the eyelids with an excellent 
result. Our experience indicates that treatment should 
be continued for several weeks past the time of in- 
volution of all lesions. Following the completion of 
treatment, the patient should be thoroughly examined 
every three months for at least five years. 

I would like to have Dr. London explain the treat- 
ment routine in greater detail for the benefit of those 
who are not familiar with the exact method of the 
administration of 2-hydroxystilbamidine. 

I consider it a privilege to have been asked to 
open the discussion on this paper. 


Dr. Thomas W. Murrell, Jr., Richmond, Va. Dr. 
London’s paper is certainly an interesting record of 
the help one can get from the use of hydroxystil- 
bamidine in the treatment of blastomycosis. 


The standard method at the moment for measuring 
blood levels of this drug is the use of a fluorometer, 
since the material is fluorescent in vitro as well as 
in vivo. At the Medical College of Virginia no one 
has been able to correlate blood level concentrations 
with clinical response. It is of constant interest that 
no one has any idea how hydroxystilbamidine (or 
iodides for that matter) affect the blastomyces. 


Drs. Nelson Young and Count Gibson of the Medi- 
cal College of Virginia staff have noted that spinal 
fluid: examinations of patients on hydroxystilbamidine 
do not show any fluorescence and they do not believe 
the drug ever reaches it. Dr. Gibson injected some 
of the drug into the spinal cord of dogs and death 
was almost immediate. Apparently deep mycotic in- 
fections involving the central nervous system cannot 
be helped by hydroxystilbamidine. 

I want to thank Dr. London for the opportunity 
of discussing his interesting paper. 


Dr. London (Closing). I want to thank the discus- 
sants for their remarks concerning my paper. The way 
that the drug was originally found in the skin, I be- 
lieve, was through fluorescent studies as it is a photo- 
sensitizing agent. In giving the drug, the powder is 
dissolved just immediately prior to its administration 
in 250 cc. of 5 per cent glucose in distilled water. The 
bottle is covered so that extraneous light does not 
affect it, and it is then given within a 45 minute to 
one hour period. If given too rapidly, the patient will 
complain of nausea and may even vomit. 

We found in the first patient that if we gave it in 
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500 cc. rather than 250 cc., the nausea was eliminated. 
This was at the advice of Dr. Arthur Curtis of the 
University of Michigan who saw both of the first two 
cases when he was visiting us. The drug comes pack- 
aged in an ampule containing 225 mg. of the powder. 
One can give any amount one wishes, but we started 
off the first two patients with 100 and 125 mg. re- 
spectively and worked it up very rapidly within three 
or four days to the total dose of 225 mg. 
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In the two pulmonary cases the patients were given 
225 mg. at once without any untoward effects, al- 
though one of them did complain of some nausea 
which was controlled with chlorpromazine. 

I saw no report in the literature about cases of 
involvement of the central nervous system treated with 
either stilbamidine or hydroxystilbamidine, so I do not 
know whether it is effective in such patients. 


Golden 


Anniversary Meeting 


Southern Medical Association 


Washington, D. C. 


November 12-15, 1956 
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Surgical Treatment of Vesicorenal 


Reflux 


WILFORD A. H. COUNCILL, JR., M.D.,7 Charlottesville, Va. 


Urinary tract infection in early childhood should prompt the thought of possible incompetency 
of the ureterovesical valve with urinary reflux into the ureter. This may or may not be 


associated with obstruction of the bladder neck. 


VESICORENAL REFLUX IS A SUBJECT of currently 
revived interest in the field of pediatric urol- 
ogy. The etiology of reflux disease is often 
shrouded in obscurity and depends upon many 
factors for its development. Regardless of 
origin the results from incompetency of the 
so-called ureterovesical valve are always the 
same. The effect of a retrograde column of 
infected urine up the ureter produces hy- 
droureter, hydronephrosis, pyelonephritis with 
progressive and irreversible renal destruction 
and when encountered bilaterally, uremia and 
death. 


Etiology and Classification 


When the literature of the dilated ureter 
and its synonyms is reviewed a complex aggre- 
gation of theories, observations and counter- 
observations is obtained which presents con- 
fusion regarding the true nature of the disease. 
Megaloureter has been classified as either pri- 
mary (congenital) or secondary (acquired). 
Primary megaloureter is relatively rare and 
believed to be the result of dysplasia of the 
ureteral musculature.! The etiologic factors 
prominent in the average case of the secon- 
dary type most frequently involve demonstra- 
ble neuromuscular vesical disease, obstruction 
(congenital or acquired) and prolonged infec- 
tion leading to an incompetent cicatrical 
valve. These controversial observations will 
not be revived in this report but it should be 
stated that the subject of this communication 
deals with the dilated ureter having vesico- 
renal reflux, first observed by Saintu? in 1896, 
as opposed to the rare megaloureter reported 
by Caulk,® which does not have reflux. 


*Read before the Section on Urology, Southern Medical Asso- 
ciation, Forty-Ninth Annual Meeting, Houston, Tex., November 
14-17, 1955. 

tFrom the Department of Urology, University of Virginia 
Hospital, Charlottesville, Va. 


Diagnosis 


Regardless of the cause of vesicorenal reflux, 
the end result is inevitable and, therefore, the 
diagnosis of incompetency of the ureterovesi- 
cal barrier to renal regurgitation lies in the 
completeness and sometimes persistence in the 
investigative procedures employed. Children 
with a history of recurrent urinary tract in- 
fections should be the subject of intensive 
scrutiny. The usual intravenous pyelogram 
may be misleading and quite frequently will 
not divulge the true degree of renal damage 
or ureteral dilation which may later become 
evident on cystography (Case 1). The ordi- 
nary filling cystogram occasionally fails to rule 
out reflux and when performed under anes- 
thesia may not be conclusive until suprapubic 
pressure is applied (Case 2). Voiding and de- 
layed cystography must also be employed to 
adequately demonstrate reflux in cases of re- 
current infection. In addition to cystography 
and pyelography, the cystoscopic examination 
must also be performed to eliminate infravesi- 
cal obstruction. 


Treatment 


The ureter subject to reflux has long been 
a challenge and numerous procedures have 
been devised in an attempt to eliminate the 
phenomenon. Permanent cystostomy and 
nephrostomy have had recurrent waves of pop- 
ularity, but they create problems of continued 
renal destruction by prolonged infection, 
trauma and difficult management. Ureterot- 
omy designed at providing better drainage to 
the dilated upper tract has been of little value 
in preventing reflux and thus a perpetuation 
of the cycle is enhanced. 

From the standpoint of operations directed 
at preventing reflux, the most frequently em- 
ployed is direct reimplantation of the ureter 
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by various technics with or without resection 
of the redundant ureter. While of apparent 
practical value, no definite conclusions can be 
drawn from reports regarding subsequent pre- 
vention of reflux. Campbell‘ states that this 
method leaves the certainty of reflux. Hen- 
derson® reviewed 73 cases of ureteral re- 
implantation and noted that failure to dem- 
onstrate reflux might result from failure to 
do delayed and voiding cystograms rather than 
the usual filling cystogram. Wayman® reports 
resection of a longitudinal segment of ureter 
from the renal pelvis to bladder with re- 
implantation by the fish mouth and elliptical 
anastomosis technics. An isolated ileal seg- 
ment was also used by Nesbit* to replace the 
ureter but reflux and persistent pyuria re- 
sulted. Carlson® recently performed an in- 
trapsoas transplant of a megaloureter but in- 
formation regarding reflux either before or 
after operation is lacking. Hutch,® following 
observations of reflux in 13 per cent para- 
plegics in their third year designed an opera- 
tion in which he created a long intravesical 
ureteral segment which remained attached to 
the trigone. The revised ureter is thus sub- 
ject to intravesical pressure against the re- 
paired underlying bladder wall. Prevention of 
reflux was accomplished in 7 of 9 cases in ob- 
servations over a short time. The observation 
has been made by Campbell! that the best way 
to convert the dilated upper urinary tract to a 
more normal anatomic and functional status 
is by suprapubic cystostomy. He agrees that it 
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TABLE 1 


Per Cent 

Cases with reflux 

(January 1953-July 1955) 
Cases now living 
Immediate deaths 
Late deaths 

21 months postoperative 

6 months postoperative 

Immediate cures (no reflux) 
Delayed postoperative recurrence of reflux 
Reflux interrupted 

(Shortest follow-up 3 months) 


is a temporizing procedure, and after discon- 
tinuing suprapubic drainage the former un- 
favorable status may recur and demand cys- 
tostomy. 

The procedure herein discussed is by no 
means original, having first been described by 
Monod in 1908,!° and more recently employed 
by Smith.1! Although his work un- 
published, Smith has employed the procedure 
approximately 20 times over the past 10 years 
with uniformly good results. His criterion for 
success is the interruption of progressive hy- 
dronephrosis. Anatomic regression, once the 
process has developed, has not been expected. 


In 1952, we became interested in this type 
of ureteral reimplantation, and since that 
time our attending staff and former residents 
have performed the operation in 14 cases for 
ureteral reflux. The cuff method has also been 
used in 2 cases following segmental resection 
for bladder tumor. The postoperative follow- 


FIG. 1, A-B 


A. Preoperative intravenous pyelogram. 


B. Preoperative filling cystogram showing left lower ure- 
teral reflux. 
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FIG. 1, C-E 


C. Preoperative postvoiding cystogram D. Postoperative (3 months filling cysto- E. Postoperative postvoiding cystogram; 


showing bilateral reflux and residual gram; no reflux. 
urine. 


up period is naturally limited but the data to 
the present time has been compiled in table 1. 


Technic 


This technic of ureteroneocystostomy gen- 
erally consists of simple reimplantation of the 
ureter through the bladder wall and develop- 
ment of a “cuff” of ureter 1.5 to 2 cm. in 
length projecting into the lumen of the blad- 
der. 


The operation begins as an extravesical, 
extraperitoneal procedure in which the lower 
ureter is approached and dissected free of its 
bed. The ureter is clamped, cut and tied close 
to its insertion into the bladder. The bladder 
is opened and the site of reimplantation se- 
lected, which is generally just above and lat- 
eral to the old ureteral orifice. A small open- 
ing is made in this location and the free cut 
end of the ureter pulled through to the blad- 
der side. Sufficient ureter is sometimes avail- 
able to pull through approximately 3 to 4 cm. 
and the excess redundancy is sacrificed. The 
adventitia of the ureter is then secured to the 
outside wall of the bladder with No. 5-0 
chromic catgut sutures. Development of the 
“cuff” is then easily performed by inserting a 
dura hook a little over half way up the intra- 
vesical ureteral lumen, engaging the ureteral 
wall and holding while the distal stump is 
everted back to the level of the bladder mu- 
cosa. A mucosa to mucosa anastomosis of blad- 
der to ureter is then easily done and the 
“cuff” is completed, leaving a mucosa covered 


no reflux. 


nipple projecting the desired 1.5 to 2 cm. 
from the site of anastomosis. Ureteral splint- 
ing catheters are optional but cystostomy 
should be employed for a time. 


Case Reports 


Case 1. A 9 year old white girl had been treated on 
numerous occasions with antibiotics for unexplained 
fever over a 3 year period by numerous physicians. 
There were no urinary symptoms. One month prior 
to admission her referring physician first saw the 
child; there was fever, left flank pain, and _ gross 
pyuria. 

She was admitted to the hospital for urologic survey 


FIG. 1, F 


Postoperative intravenous pyelogram. 
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FIG. 2, A-C 


A. Preoperative intravenous pyelogram B. Preoperative cystogram under anes- 


showing only slight dilation of left mid- thesia; no reflux. 


ureter. 

and intravenous pyelograms revealed bilateral chronic 
pyelonephritis with major destruction of the left kid- 
ney (Fig. 1, A). Urine culture revealed Esch. coli. No re- 
sidual urine was noted after voiding. A filling cysto- 
gram (Fig. 1, B) revealed reflux up the left side while 
the voiding cystogram demonstrated bilateral reflux 
(Fig. 1, C). Blood pressure was 110/70. Her blood 
urea was slightly elevated to 25 mg. per 100 cc. 


A bilateral ureteroneocystostomy was done on July 


27, 1955. Her postoperative course was not remark- 
able. On October 13, 1955, urine cultures were nega- 
tive, although | to 3 WBC were noted on microscopic 
examination of the urine. A delayed filling cystogram 
(Fig. 1, D) was obtained followed by voiding cystog- 
raphy which failed to demonstrate reflux (Fig. 1, E). 
Intravenous pyelograms( Fig. 1, F) revealed slight im- 
provement of the left renal pelvis. This child has 
gained 8 pounds since operation and has had no symp- 
toms or complaints. 


D. Preoperative cystograms, no anesthe- 


sia; reflux on suprapubic pressure. no reflux, 


Postoperative cystogram, no anesthe- 


C. Preoperative cystogram under anes- 
thesia with suprapubic pressure, showing 
reflux. 

Case 2. This 10 month old white girl was born with 
a meningocele with a teratoma which was removed 
shortly after birth. Since then she has had persistent 
pyuria and recurrent pyelonephritis. 

She was admitted to the hospital; intravenous pyelo- 
grams showed only slight dilation of the left mid- 
ureter (Fig. 2, A). Cystoscopy under anesthesia was 
negative except for a patulous left ureteral orifice. A 
filling cystogram was made which did not show reflux 
(Fig. 2, B) until suprapubic pressure was applied (Fig. 
2, C). Appropriate antibiotics were advised to reduce 
her pyuria and two months later she was readmitted. 

Her urine was purulent, although she had been 
asymptomatic. Again cystography without anesthesia 
revealed reflux with marked hydroureteronephrosis 
(Fig. 2, D). 

On April 9, 1955, a cuff reimplantation was _ per- 
formed on the left ureter. Postoperative cystogram re- 
vealed no reflux (Fig. 2, E). Intravenous pyelograms 


2, D-F 


F. Postoperative (20 days) intravenous 
pyelogram. 
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(20 days postoperatively) showed no anatomic improve- 
ment (Fig. 2, F). The child did satisfactorily and has 
been asymptomatic, but continues to have pyuria in 
spite of treatment with broad spectrum antibiotics. 
More recent films have not been obtained. 


Conclusions 


The results obtained in this series of cases 
have been gratifying to the various operators 
so far. In our series of 14 cases reflux was 
eliminated in the immediate postoperative 
period (2 weeks) in all cases. There was de- 
layed recurrence of reflux in 3 cases (21.4 
per cent). The operation has been successful 
in abolishing reflux in 11 cases (78.6 per 
cent) but it should be emphasized that this 
is not a long-term evaluation of this pro- 
cedure. 


Boyce’? has observed two instances of 
ureteral sloughing; following second opera- 
tions, healing was satisfactory. He is of the 
opinion that excessive denudation of the 
ureteral vestments interfered with the blood 
supply with resultant dissolution of the 
anastomosis. 


It is now becoming evident that in some 
cases there is gradual retraction of the nipple 
and this undesirable feature may be the pre- 
cursor to recurrence of reflux. Warren and 
Vest! have recently suggested that persistence 
of the projecting ureteral nipple may be 
enhanced by anchoring the “cuff” to Bell’s 
muscle to prevent re-inversion of the ureter. 
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Discussion (Aopstract) 


Dr. C. H. Nicolai, St. Louis, Mo. I feel privileged 
to participate in the discussion of Dr. Councill’s paper 
which presents a method of managing a most perplex- 
ing problem. The importance of a “routine” work-up 
for the urologic patient has always been strongly im- 


SOUTHERN MEDICAL JOURNAL 


OCTOBER 1956 


pressed upon me, and Dr. Councill has properly em- 
phasized the need for the “delayed” and the “voiding” 
cystogram in these particular studies. 


Graves and Davidoff in 1925 beautifully demon- 
strated in experimental animals that the passively dis. 
tended bladder does not result in ureteral reflux, but 
that an actively contracting one does. This is borne 
out clinically by the lack of reflux in the greatly di- 
lated, atonic bladder and the presence of reflux in the 
“voiding” cystogram. This phenomenon is attributed 
to relaxation of the ureterovesical junction induced 
by the parasympathetic stimulation phase of micturi- 
tion. A word of caution here though,—a small per- 
centage of apparently normal subjects and the neonatal 
patient may demonstrate ureteral reflux. 


Very apropos is Dr. Councill’s statement regarding 
“the complex aggregation of theories, observations, 
and counterobservations.” The problem of primary 
megaloureter is certainly an intriguing physiologic 
problem. Dr. John Caulk originally discussed this 
syndrome in 1923 and hypothesized a neuromuscular 
etiology. The further elucidation of this problem had 
to await the thorough work of Swenson, presented in 
1952, which offered good anatomic evidence to per- 
mit likening this condition to the neuroanatomical de- 
ficiency of Hirschsprung’s disease of the rectosigmoid 
colon. Therapy logically followed the same principles 
consisting of removing the adynamic segment. In 1952, 
Lewis and Kimbrough presented a series of patients 
treated by employing this principle of segmental re- 
section which substantiated Swenson’s theory. 


Secondary megaloureter, caused by organic obstruc- 
tion at the ureterovesical junction, of course requires 
removal of this obstruction, this often including 
ureteroneocystostomy. Common to the treatment of 
either primary or secondary megaloureter by uretero- 
neocystostomy is the problem of postoperative ureteral 
reflux. Dr. Councill has brought to us his evaluation 
of an ingenious means by which this undesirable end 
result may be prevented. 


After witnessing a demonstration of this technic by 
Dr. Sam Vest, our Chief of Service, Dr. Justin Cordon- 
nier described it to our staff by whom it has been 
employed in two cases of secondary megaloureter. The 
progression of ureteral dilation was halted in one adult 
patient who does not demonstrate any ureteral reflux 
on postoperative delayed or voiding cystograms. The 
other patient, a 10 year old male, postoperatively dem- 
onstrated no reflux on one side, but did on the other. 
At cystoscopy, and with the bladder distended to the 
patient’s tolerance, the “nipple” on the refluxing side 
was seen to extrude through the bladder wall leaving 
a gaping orifice. The nipple reappeared intravesically 
upon emptying the bladder. This phenomenon was 
explained by inadequate anchoring of the ureter to the 
bladder wall. 


Dr. John Ormand in 1952, and Dr. Reed Nesbit in 
1954, brought up the interesting and somewhat re 
freshing challenge of whether or not ureteroneocystos 
tomy is indicated in primary megaloureter because of 
resultant ureteral reflux. They both presented cases (0 
substantiate their stand in favor of conservative, non- 
operative management in selected cases. However, 
neither author employed the Hutch nor the “cuff 
method. Using these recently introduced technics 
ureteroneocystostomy apparently can be used without 
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the fear of ureteral reflux. We hope to have the op- 
portunity to further evaluate the “cuff” technic so 
well presented by Dr. Councill. 


Dr. Karl B. King, Dallas, Tex. 1 wish to pay tribute 
to Dr. Councill, along with the group of his contempo- 
raries who are attempting to do something for ureteral 
regurgitation by several ingenious surgical procedures; 
which method will prove successful only time will tell. 
It may be that the technic will vary to fit individual 
cases. 

I must apologize for my generation of urologic sur- 
geons for their complacency, timidity, and lack of orig- 
inality in offering some type of relief for this condi- 
tion. It is possible that many years of an ideology of 
defeatism prompt the limitation of my discussion to 
the early cases and plead for a search for this condi- 
tion in every child who has recurrent urinary infec- 
tions. Pediatricians now insist on a urologic investiga- 
tion in recurrent infection. Let us, as urologists, begin 
every examination with a cystogram, and by all means 
carry out the postvoiding cystogram or suprapubic 
pressure, because without these measures this proce- 
dure is often worthless insofar as diagnosing ureteral 
reflux. 

I wish to report seven patients treated by our group. 
These cases had not reached the large so-called megalo- 
ureter stage, but in all there had been recurrent uri- 
nary infections, renal or abdominal pain on voiding, 
and demonstrable reflux of one or both ureters. 

These patients were treated by the Hutch procedure. 
The ureters were completely freed from the bladder 
wall transvesically and pulled through into the bladder, 
leaving the meatus and a small cuff of bladder mucosa 
attached to the trigone. This is in all respects a re- 
implantation through the original site of entrance of 
the ureter into the bladder and, technically, it resem- 
bles somewhat the procedure described by Dr. Councill. 
Five of our patients are now one year or more post- 
operative, and cure has been successful in every case 
except for the right ureter in one child. 

It is interesting that in this series none had any 
evidence of obstruction of the bladder neck, that is, 
thickening of the bladder wall or trabeculation of the 
musculature. Three patients who have been observed 
less than one year are clinically well but because of 
the time are not considered to be cured. 


Subsequent cystoscopic study of the ureters gives one 
the impression that the intravesical portion of the 
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ureter is lengthened, and that on filling the bladder 
under vision, the widening and flattening out of the 
trigone depresses the midportion of the visible ureter 
in such a manner as to bring about a collapse which 
appears to prevent reflux. 

I recommend to every urologist that he examine pa- 
tients for this condition and if present that he correct 
it early. Thus, possibly some of the extreme cases of 
megaloureter and hydronephrosis will not develop. Do 
not forget the vesical neck obstruction that accom- 
panies or causes many of these incompetent uretero- 
vesical valves, and may I urge that you be bold in your 
surgical repair, in addition to correction of the ureters. 
When the two occur simultaneously, there is a definite 
indication for correction of both conditions, at the 
same sitting. Failure to do this will end in a poor re- 
sult and in all probability will improve the patient 
little. 

Dr. Councill has demonstrated courage and unusual 
aptitude for constructive and original thinking. I urge 
him to continue this work; nothing but good can come 
from it. 


Dr. Councill (Closing). 1 would like to thank Drs. 
Nicolai and King for their interesting discussions. 

Since the accumulation of this data, which took place 
about a month and a half ago, we have had to adjust 
our opinions regarding this procedure. Dr. William 
Boyce of Winston-Salem has done approximately eight 
of these operations and as of one week ago he reported 
that in every instance in which this technic was used 
there has been retraction of the nipple by the end of 
one year. Many but not all have recurrent reflux and 
the cuff, which on cystoscopic examination had been 
present at three to six month observations, is now 
absent. As the result of his observations over one year, 
Dr. Boyce is no longer as enthusiastic over the opera- 
tion as a cure for reflux disease as formerly. He does 
recommend the method for routine ureteroneocystos- 
tomy incident to other disease, however, regardless of 
the new observations of recurrent ureteral reflux and 
sloughing of the nipple. 


Though our observations are not complete, we have 
not noticed the consistent complication of retraction 
followed by reflux in our clinic. We have recorded 
three cases of recurrent reflux in our series and two 
of the fourteen presented are from Dr. Boyce’s group. 
I do not have the information that these two had 
refluxed in subsequent examinations but it would 
materially change our statistics. 
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Therapeutic Nerve Blocking: 


JOHN PARMLEY, M.D., and JOHN ADRIANI, M.D.,t New Orleans, La. 


The blocking of nerves for pain, especially that of a chronic or persistent nature, has been 


shown to be far from successful or satisfactory. 


History 


‘THERAPEUTIC NERVE BLOCKING IS NOT NEW. 
Attempts to relieve pain by nerve blocking 
were made as early as the eighteenth century. 
Chloroform, osmic acid, opiates, and other 
substances were injected about nerve trunks. 
Needless to say these early attempts were in- 
effective. Nerve blocking, as practiced today, 
developed after the introduction of cocaine as 
a local anesthetic by Carl Koller in 1884. Hal- 
stead and Hall were the first to block nerve 
trunks with a local anesthetic. Later, in 1900, 
Schlosser treated trigeminal neuralgia with al- 
cohol injections. Kappis, in 1923, and Man- 
del, in 1926, used paravertebral nerve blocks 
to treat visceral disorders. Leriche, recogniz- 
ing the role of the autonomic nervous system 
in causalgia, advocated blocks of the sympa- 
thetic ganglia. Ochsner and DeBakey advo- 
cated sympathetic blocks for spasms due to 
peripheral vascular disease. The enthusiasm 
for nerve blocking has waxed and waned since 
the early reports of these pioneers. At the 
moment there appears to be an upsurge in the 
interest in nerve blocking. 

Heretofore, nerve blocks were performed 
by a limited group of practitioners of medi- 
cine who had developed a special interest in 
the technic of regional anesthesia. During the 
past few years reports extolling the efficacy of 
nerve blocks have aroused the interest of a 
larger group of physicians who are not neces- 
sarily specialists in nerve blocking. This en- 
thusiasm has been further heightened by the 
establishment of therapeutic Nerve Block 
Clinics known as “Pain Clinics” in various 
medical centers to which patients with intrac- 
table pain are being referred. 


*Read before the Section on Anesthesiology, Southern Medi- 
cal Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

+From the Department of Anesthesia, Charity Hospital; De- 
partment of Surgery, School of Medicine, Louisiana State Uni- 
versity; and Department of Anesthesia, Hotel Dieu, New 
Orleans, La. 


The reports of certain writers appear to 
emphasize the successes and minimize or even 
disregard the failures encountered. There is 
some question in our mind as to whether or 
not this recent enthusiasm is entirely justified. 
There have been no outstanding discoveries or 
exceptional improvements in blocking proce- 
dures since the classical work of Labat was 
published. The results we have obtained in 
the pain clinic at Charity Hospital have been 
excellent in some respects and disappointing 
in others. 


Pain Clinics and Equipment 


Before summarizing our experiences we 
would like to present a brief description of 
the method of operation of the clinic. This 
clinic is conducted by the Department of Anes- 
thesia. The patients are referred from the 
various specialized clinics such as neurosur- 
gery, vascular surgery, orthopedics, urology, 
medicine and others on a consultation basis. 
It is not possible to accept or attempt man- 
agement of these patients other than on a con- 
sultation basis. All the necessary history, 
physical finding and laboratory data are re- 
corded before they come to us. 

More personnel and equipment than one 
might surmise are required to successfully op- 
erate such a clinic. The clinic meets once 
weekly in the afternoon. The blocks are 
performed by residents in anesthesia who are 
supervised by staff anesthesiologists. The 
clinic is arranged so that each operator has 
an individual room in which to evaluate the 
patient, perform the block, and in which the 
patient may rest undisturbed after the block. 
Patients who are debilitated or require exten- 
sive blocking are admitted to the hospital. 

Standard Block Tray. Individual “block 
sets” are prepared for each patient. The in- 
struments are placed in a tray wrapped in 
two layers of heavy cotton and sterilized. These 
block sets are of two sizes, a small and large, 
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the small consisting of a 2 cc. syringe with a 
25 G. needle for raising skin wheals, a 10 cc. 
syringe, a 5 cm. 22 G. needle, a 10 cm. 20 G. 
needle, sponges, sponge holder and a medicine 
glass into which the anesthetic solution is 
placed. This set is used when a single nerve 
is to be blocked. For more extensive proce- 
dures such as lumbar sympathetic or para- 
vertebral blocking, the large set is used. The 
instruments in this set consist of a 10 cc., 5 cc. 
and 2 cc. syringe, and 4 each of 5 cm. 28 G., 
8 cm. 22 G. and 10 cm. 20 G. needles in addi- 
tion to sponges, a metal ruler and four towels 
for drying. 

Resuscitative Equipment. The necessity for 
having resuscitative equipment on hand when 
attempting any nerve block cannot be em- 
phasized too strongly. Several fatalities were 
averted in our experience by the immediate 
availability of resuscitator. We have evolved 
a mobile cart which we call the “Crash Cart” 
upon which is placed all necessary parapher- 
nalia for performing blocks and for managing 
untoward reactions and emergencies. Among 
the essential items are: 

1. Oxygen. 

. Insufflator for intermittent positive pressure. 

. Bellows type respirator using air (Kreiselman). 

. Suction machine for the aspiration. 

. Suction catheters, and metal pharyngeal suction 

Up. 
6. 


PO 


Pharyngeal and nasal airways. 


7. Laryngoscopes and endotracheal catheters of as- 
sorted sizes. 


8. Suction bronchoscope (Foregger). 
9. Intravenous fluids for cardiovascular support. 
10. Cardiac stimulants, vasopressors, and analeptic 


drugs with needles and syringes for their administra- 
tion. 


i. Intravenous barbiturate for treatment of drug 
reactions. 

Miscellaneous. Other desirable but not 
necessary items for performing and evaluat- 
ing nerve blocks include: (1) availability of x- 
ray equipment to aid in the proper placement 
of needles; and (2) a device for determination 
of skin tempertaure. This may be used in test- 
ing the effectiveness of sympathetic blocks in 
peripheral vascular disease. From a clinical 
standpoint the McKesson Dermalor is the 
most practical device for outpatient use. The 
device measures skin temperatures directly and 
does not employ the principle of the thermo- 
coupler. 

Records. All necessary data is recorded on 
4 specially prepared Keysort punch-card sys- 
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tem. We have found this to be the simplest 
and most efficient way of recording, tabulat- 
ing and evaluating results. The type of block, 
drug and the condition for which the block 
was performed and other pertinent data are 
included on this record. 


Drugs 


The most limiting feature of nerve block- 
ing is the lack of suitable drugs having a pro- 
longed sustained effect. Blocking agents for 
regional anesthesia are of two types,—the 
short and the long-acting. The short-acting 
drugs are reversible and cause a blockade of 
relatively brief duration by influencing the 
migration of ions across the neural membrane. 
The duration of action varies between 
one to five hours depending upon the drugs 
used. Lidocaine (Xylocaine) is our drug 
of preference. The potency and toxicity of 
lidocaine is approximately twice that of pro- 
caine. Failures are less frequent because the 
drug diffuses over a wide area and a blockade 
is obtained even when the needle is not di- 
rectly on the nerve. Its onset of action is al- 
most immediate. Although milligram for mil- 
ligram it is more toxic than procaine, if one 
considers potency, its relative toxicity is the 
same as procaine. We do not share the en- 
thusiasm of some of our colleagues for tetra- 
caine (Pontocaine). It is approximately ten 
times more potent and toxic than procaine. 
Its duration of action is almost twice as long. 
We are familiar with a number of fatalities 
following its topical application and have had 
a number of untoward reactions while using 
it for nerve blocking. Epinephrine is rarely 
used in combination with the anesthetic be- 
cause of the tachycardia, hypertension and ex- 
citement it causes. 

The long-acting drugs exert a neurolytic ef- 
fect which varies in degree with the chemical 
nature of the drug. They are not reversible 
and cause varying degrees of tissue damage. 
Absolute alcohol which has long been used 
for prolonged anesthesia acts by destroying 
nerve fibers. The destruction is more con- 
sistent and uniform than that caused by other 
neurolytic agents. A secondary neuritis may 
follow its use, which frequently is more se- 
vere than the original complaint. Therefore, 
one must limit its use to extreme cases. If 
feasible, surgical section is preferred to chem- 
ical lysis. Blocking at its best is a blind pro- 
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cedure. A nerve may be easily missed even 
when the x-ray is employed to locate the posi- 
tion of a needle. It is needless to say that if 
the needle is not placed exactly beside the 
nerve, failure inevitably follows. The alcohol 
does not diffuse as widely as the lidocaine or 
procaine which usually is injected first and a 
block of brief duration is obtained instead of 
a long one. 

A saturated aqueous solution of phenol (6 
per cent) is also employed as neurolytic agent. 
The results are less predictable and more 
variable than those obtained with alcohol. 
Phenol is alleged to be more effective for de- 
struction of sympathetic than somatic nerve 
fibers. Whether or not this is correct is ques- 
tionable. Less desaturation of tissues sur- 
rounding the nerve follows its use. Although 
phenol is not as offensive as alcohol in pro- 
ducing neuritis, it may also cause this compli- 
cation and one should be cautious in its use. 

The ammonium ion, administered as am- 
monium sulphate or chloride, is said to act 
upon the slow conducting unmyelinated pain 
fibers (Type C). Tissue destruction is ob- 
served only with concentrations of 20 per cent 
or over. Ordinarily we use a 5 per cent 
aqueous solution. The results in using am- 
monium sulphate have been exceedingly var- 
iable and difficult to evaluate. Its outstand- 
ing virtue is that it is relatively free from local 
irritation and does no harm even if it does no 
good. If used and a prolonged block is not 
obtained one has lost little. 

The use of Effocaine was abandoned shortly 
after its introduction because of extreme local 
irritation encountered. Reports in the litera- 
ture of serious neurologic sequelae such as 
transverse myelitis have justified our stand 
concerning the danger of this drug. 


Results 


In a three year period, 1,400 blocks were 
performed on 513 clinic patients. All the 
commonly employed blocks were performed 
except intra-oral and orbital block. The 
suprascapular block was the one most fre- 
quently employed. It is one of the most use- 
ful because the most frequent complaint en- 
countered was shoulder pain. This pain was 
of varying etiology, bursitis and capsulitis be- 
ing the most frequent complaints. 

Stellate ganglion block was the second most 
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frequent block. It was used most often for cir- 
culatory disturbances due to trauma, periph- 
eral vascular disease or for diagnostic pur- 
poses to prognosticate the value of ganglio. 
nectomy. The majority of blocks were per- 
formed using the anterior or the paratracheal 
route. Results in the painful shoulder, using 
stellate block, were disappointing. Another 
useful block, but used to a lesser extent, was 
the obturator block for pain in the hip joint. 
Cervical plexus block was performed as a 
diagnostic procedure to differentiate cepha. 
lalgia of cervical origin from that mediated 
over the fifth nerve. Paravertebral blocks 
were performed for postoperative pain syn- 
dromes, neuritis and painful scars. 


Reactions and Complications 


The incidence of complications exclusive of 
drug reactions was low, being 1.2 per cent. 
The most frequent serious complication en- 
countered was pneumothorax. Over half of 
these complications occurred in attempting 
stellate ganglion block, the remainder in 
brachial plexus block or thoracic sympathetic 
or paravertebral block. Inadvertent intrathe- 
cal injection followed by high spinal anesthe. 
sia occurred twice in attempting stellate 
ganglion block and thoracic sympathetic block. 
Drug reactions and syncope were observed in 
1.4 per cent. Drug reactions were treated with 
intravenous barbiturates and oxygen. Vaso 
pressors and intravenous fluids for cardiovas- 
cular support were necessary on one occasion. 


Discussion 


At first we were optimistic with our results. 
The patients also shared this favorable atti- 
tude and optimism and offered convincing 
testimonials in support of the benefits of the 
procedure. A closer inspection of our data 
and a longer and wider experience has failed 
to support our early enthusiasm. The answer 
to this paradox appears to be in the patient. 
Various states alter his reaction to pain. The 
patient most commonly referred to this clinic 
is one with a problem of chronic pain. Often 
this type of patient has been referred from 
clinic to clinic and received little or no symp 
thy because the attending physicians were al 
a loss to cope with his particular pain prob 
lem. Patients with pain of long duration att 
often exhausted to the point that they suffer 
changes in personality, particularly if the pain 
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has been incapacitating. Certain of the pa- 
tients referred had become addicted to the 
narcotics prescribed for them. Relief of pain 
did not necessarily solve their problem of ad- 
dication. Even though they felt no pain, they 
claimed they had no relief. Those who were 
receiving narcotics for so long and had be- 
come addicted became less responsive when 
narcotics were not prescribed. As time passed 
and we differentiated between patients who 
had actual relief of pain and those whose at- 
titude toward the block was influenced by 
psychic factors we realized that our cures 
were more apparent than real. We then be- 
came less enthusiastic. Unintentionally, no 
doubt, this loss of enthusiasm was reflected to 
our patients. 


Beside these there were factors which are 
equally as important as simple interruption of 
pain sensory pathways in those patients with 
chronic pain problems. ‘These include im- 
provement of nutrition, relief of emotional 
stress, change in environment, rehabilitation, 
psychotherapy and physiotherapy. Such fac- 
tors are not always recognized in the evalua- 
tion of the results of the block. It became 
obvious, then, that therapeutic blocks are but 
a fraction of the total therapy in these pa- 
tients. 


The clinical entity causing the pain must 
be known in predicting the value of a thera- 
peutic nerve block. Acute and self-limiting 
disorders were found to be the most respon- 
sive. Pain arising from vasospasm and muscle- 
spasm was found most amenable to block 
therapy. In these conditions the therapeutic 
benefits of the block appear to outlast the 
drug action. In the chronic pain syndromes 
the relief obtained lasts only as long as the 
block. This may be ascribed to secondary 
changes which have taken place, have caused 
the sustained pain and are difficult to 
reverse. If the pathologic change is chronic 
and unremitting it is affected little by the 
blockade of sensory nerves. Rheumatoid 
arthritis is an example of a syndrome in which 
blocks are least effective and most disappoint- 
ing. The patient’s reaction to pain is so al- 
tered after a prolonged siege of pain that he 
may continue to complain of the most minor 
discomfort, even after a relatively complete 
prolonged blockade is obtained. We fre- 
quently speak of pain of long duration as be- 
coming “fixed centrally.” How this comes 


THERAPEUTIC NERVE BLOCKING—Parmley and Adriani 1113 


about is not understood, nevertheless, the pa- 
tients may continue to have pain after tran- 
section of the cord above the focus of irrita- 
tion. In these cases the pain may even persist 
after surgical ablation of the sensory cortical 
area involved. 


Conclusions 


1. Acute self-limiting disorders and dis. 
orders in which therapeutic block is used as an 
adjunct to more specific treatment respond 
most favorably to therapeutic blocks. 

2. The availability of an adequate and 
safe prolonged blocking agent would do much 
to improve the efficacy of this nerve block 
therapy. 


Summary 


The organization of the Nerve Block Clinic 
at the Charity Hospital is outlined briefly. 
The types of blocks performed and the benefit 
derived therefrom are described. The clinical 
syndromes most benefited by the therapy are 
described. 


Discussion (Abstract) 


Dr. A. J. Ochsner, Alexandria, La. I am delighted 
with the opportunity to discuss this presentation by 
Dr. Parmley. I feel somewhat of an authority on this 
problem since I have never worked in a pain clinic. 
I am glad, however, that there are such clinics in the 
larger institutions, because it gives them the oppor- 
tunity to study large numbers of patients, to do rela- 
tively large series of the various types of blocks, and 
then give us who do a few a year, or a few a month, 
an expression as to their ideas of the efficacy of these 
blocks. 


It is a little unfortunate that the majority of the 
patients who go to such pain clinics are referred at the 
time when they have what Dr. Parmley referred to 
as “chronic” pain. I have not studied, with that par- 
ticular thought in mind, any series that we may have 
done, but it seems to me, at least as a clinical impres- 
sion which of course is no proof, that the patients on 
whom we do blocks in private practice are not the 
same type of patient. They are patients usually with 
acute pain, and I believe that we get better results 
blocking acute pain than you do blocking chronic 
pain. 

There is another factor involved, I know, and that 
is that our patient may be “cured” because he pays for 
it and does not go back for more, as he would to a 
charity institution. 


I would like to inject one thought. Dr. Parmley has 
reported that they use no epinephrine along with 
these drugs. Admitted that the instance of reaction 
is quite small, I wonder if the reactions, particularly 
drug reactions, might not even be made smaller by 
adding very minute quantities of epinephrine to the 
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drugs in patients who do not originally have hyper- 
tension. 

There is one thing I am sure the pain clinic does 
which is of definite advantage, at least to the partici- 
pants in a pain clinic whether they actually help the 
patients or not, and that is these doctors learn how to 
treat drug reactions and take care of patients who have 
reactions. 


Dr. Harold F. Chase, Philadelphia, Pa. 1 would 
draw from another field something that might merit 
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some observation from your group which does a great 
number of blocks. That is a report which, I believe, 
was presented at the A.M.A. Section on Neurosurgery 
by Dr. Rudolph Jaeger, the neurosurgeon at Jefferson 
Medical College. Dr. Jaeger told of a new departure 
in blocking pain and irritation of a chronic type. He 
has recommended heat coagulation with water at tem. 
peratures well above body temperatures, injected into 
sites of nerve pathways. He used x-ray identification 
of needle points and has reported a great deal of suc- 
cess. 
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Antibiotics in Colon Surgery: 


ISIDORE COHN, JR., M.D., and ALFRED B. LONGACRE, M.D.,7 


New Orleans, La. 


The use of antibiotics has made surgical attack a much safer procedure than in the time before 
they were available. This is a study of the relative effectiveness of the several antibiotics or 


their combinations. 


EVER SINCE THE SULFONAMIDES which were 
known to be poorly absorbed from the gastro- 
intestinal tract were shown to reduce the in- 
testinal flora,!* almost all antibacterial sub- 
stances which could be given orally have been 
tested as a means of controlling the bacterial 
flora of the colon prior to elective colon 
surgery. 

It seemed advantageous for a single group 
to study a number of different antibacterial 
agents using standardized technics of patient 
care and of bacteriologic analyses. Such a study 
would provide results which would make com- 
parisons between various antibacterial agents 
much simpler than comparing the widely scat- 
tered results from different institutions. 

Because of experimental work which indi- 
cated the importance of a continuing level of 
antibiotics in the colon during the postopera- 
tive period,”® the bacterial flora were studied 
for several days after cessation of drug 
therapy. 

This study provided an investigative back- 
ground upon which to base the preoperative 
preparation of all patients undergoing elective 
colon surgery on our university service. 


Methods 


Patients in good general condition without 
known colonic lesions were studied. They re- 
ceived no other antibacterial agents and were 


*Read before the Section on Surgery, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


_tFrom the Department of Surgery, Louisiana State Univer- 
sity School of Medicine, New Orleans, La. 

Aided by grants from the National Microbiological Insti- 
tute of the National Institutes of Health, Public Health 
Service (#E—524 C2), and from the Lederle Laboratories 
Division of the American Cyanamid Company. 

Aureomycin, Achromycin, neomycin, and Achromycin-neo- 
mycin were supplied by the Lederle Laboratories Division of 
the American Cyanamid Company. Mysteclin and Neomycin- 
Nystatin were supplied by E. R. Squibb & Sons Division of 
Olin Mathieson Chemical Corp. Terramycin was supplied by 
Chas. Pfizer & Co., Inc. 


Bacteriologic determinations were conducted by Virginia 
D. Crane, B.A., M.T., and JoRhea B. Pevey, M.T. (ASCP). 


not subjected to surgery during the period 
of study. 


After a control stool was obtained the pa- 
tients were placed on a low residue diet, were 
given a laxative, and were given two enemas 
daily. 

Stools were collected daily and were sub- 
jected to immediate bacteriologic analysis. An 
attempt was made to obtain a control speci- 
men, a specimen every day of therapy, and 
one specimen during the first four days after 
cessation of therapy. 


One gram of stool was serially diluted with 
sterile water to 10? through 10° dilutions. 
From each dilution 0.05 ml. were inoculated 
as follows: 


Five plates of blood agar to be incubated 

aerobically, 

Five plates of blood agar to be incubated 

anaerobically by the hydrogen method, 

Five plates of McConkey’s agar to be incu- 

bated aerobically. 

Colony counts, Gram stain smears, and sub- 
cultures were done at appropriate intervals. 
Organisms were identified by generally ac- 
cepted technics. In addition to the organisms 
which will be specifically discussed, species of 
pseudomonas, lactobacillus, proteus, and mis- 
cellaneous gram-positive rods were also found 
at irregular intervals. The recovery of these 
organisms was too scattered to attach any 
significance to their appearance in any patient 
at any given time. 


Sulfathalidine 


Sulfathalidine was given to five patients for 
five days on a dosage of two grams four times 
a day (Fig. 1). 

Streptococci were not reduced in any of the 
patients during or after preparation. Staphylo- 
cocci were present in only one control speci- 
men but appeared in three other patients at 
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Effect of Sulfathalidine on bacteria in feces. Bars indicate 
maximum and minimum counts each day. Cross marks 
indicate median value. Median values only indicated when 
ym obtained from more than half the patients under 
study. 


varying intervals. Coliform organisms were 
present in all control specimens and were 
reduced but never adequately controlled in 
three patients. They were present in four at 
the end of preparation. Clostridia were found 
in only one control specimen but were found 
at scattered intervals in two additional pa- 
tients. Clostridia were not cultured from any 
patient subsequent to the fourth day of ther- 
apy. Bacteroides were present in all control 
specimens and were not adequately controlled 
in any patients. Yeasts were recovered from 
only a single patient and were only recovered 
at two different intervals from this particular 
patient. 


In view of the absence of staphylococci from 
the majority of specimens it cannot be said 
that Sulfathalidine exerted any significant ef- 
fect on staphylococci. The absence of yeasts 
was attributed to the inadequate control of 
the bacterial flora rather than to a direct 
action on the organisms themselves. The un- 
satisfactory control of streptococci, enterococci, 
coliform organisms, and bacteroides make 
Sulfathalidine an unsatisfactory agent to use 
for preoperative preparation of the colon. 


Aureomycin 


Aureomycin (chlortetracycline) was given 
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for five days, 750 mg. four times a day to five 
patients (Fig. 2). 

Streptococci and coliform organisms were 
not reduced. Staphylococci were cultured in 
only one control specimen. Clostridia were 
eliminated from three patients but appeared 
later in one. Bacteroides were not significantly 
affected. Yeasts were not present in any con- 
trol specimens and were found in only one 
stool two days following cessation of therapy. 

The failure of the yeasts to proliferate in 
the expected fashion in patients on such large 
doses of broad spectrum antibiotics was ex- 
plained by the insufficient change in the over- 
all bacterial flora rather than by a direct 
action on the yeast organisms. This explana- 
tion is believed to be valid not only for pa- 
tients on Aureomycin, but also for Terra- 
mycin, Achromycin, and Mysteclin. 

The incidence of undesirable gastrointes- 
tinal side reactions and the unsatisfactory re. 
duction in bacterial population of strepto- 
cocci, bacteroides, clostridia, and coliform or- 
ganisms make Aureomycin an unsatisfactory 
drug for preoperative preparation of the 
colon. 


Terramycin 


Terramycin (oxytetracycline) was adminis- 
tered to five patients for five days, 750 mg. 
every six hours (Fig. 3). 


FIG. 2 
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Terramycin effect on bacterial count in feces. 


Streptococci, coliform organisms, and 
bacteroides were not appreciably reduced. 
Staphylococci were cultured from one control 
specimen and two additional patients at the 
end of the first day. Clostridia and yeasts 
were each cultured in only a single patient. 

The incidence of undesirable gastrointes- 
tinal complications and the unsatisfactory bac- 
terial control of the coliform organisms, strep- 
tococci, and bacteroides make Terramycin an 
unsatisfactory drug for preoperative prepara- 
tion of the colon. 


Achromycin 


Achromycin (tetracycline) was given for 
five days to four patients on a dosage of 750 
mg. six times a day (Fig. 4). 

Streptococci and coliform organisms were 
not appreciably reduced and each increased 
in count in three patients. Staphylococci and 
bacteroides were present through the third or 
fourth day when they disappeared from all 
patients. Clostridia disappeared from half the 
patients but were not affected in the other 
half. Yeasts were never recovered from any 
of the patients. 


The incidence of undesirable gastrointesti- 
nal side reactions was disturbing. The inade- 
quate control of streptococci and coliform or- 
ganisms and the questionable control of clos- 
tridia make Achromycin an unsatisfactory 
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Achromycin effect on fecal flora. 


drug for preoperative preparation of the 
colon. 


Neomycin 
Neomycin was studied in seven patients 
(Fig. 5). One gram was administered every 


hour for four hours, then one gram every 
four hours for 72 hours. 


Streptococci were removed from all patients. 
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Mysteclin effect on bacteria in stool. 


Staphylococci, coliform organisms, and _bac- 
teroides were each eliminated from all but 
one patient. Clostridia were found in three 
patients and were eliminated from two of 
these. Following therapy, clostridia were found 
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in six patients. Yeasts appeared in four pa- 
tients by the end of preparation. 


Neomycin was effective in reducing the 
stool count of streptococci, coliform organ- 
isms, and bacteroides. The outgrowth of 
yeasts was an indirect suggestion of the ef. 
ficacy of the drug in controlling the remain- 
ing intestinal flora. Side reactions were less 
than with the other broad spectrum anti- 
biotics studied. Neomycin is a satisfactory 
agent for preoperative preparation of the 
colon. 

Mysteclin 


Mysteclin (tetracycline-nystatin) was studied 
in five patients on the following schedule: 
tetracycline, 750 mg., nystatin, 750,000 units 
each four times a day for five days (Fig. 6). 

Streptococci, coliform organisms, and bac- 
teroides were not significantly reduced in the 
stool. Staphylococci disappeared and then re- 
turned before the end of preparation. 
Clostridia were present in only a single pa- 
tient and were not eliminated. Yeasts were 
not found. 

The undesirable side reactions and the in- 
adequate control of all the organisms render 
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Mysteclin unsatisfactory for preoperative 
preparation of the colon. 


Neomycin-Nystatin 


Neomycin-nystatin® was studied in five pa- 
tients according to the following schedule: 
neomycin—l gram, nystatin—250,000 units 
each given every hour for four hours and 
then every four hours for 72 hours (Fig. 7). 

Enterococci, streptococci, and bacteroides 
were satisfactorily eliminated from all pa- 
tients. Coliform organisms were removed from 
four patients by the end of the first day 
and removed from all patients by the end 
of preparation. Staphylococci were removed 
from all patients but reappeared in three. 
Clostridia were only found in a single pa- 
tient. Yeasts were only recovered a single time 
from a single patient throughout the period 
of study. 

The absence of yeasts when the remaining 
bacterial flora was so significantly reduced 
was an indication of effective antifungal ac- 
tivity of nystatin under these conditions. The 
combination of the absence of undesirable 
side reactions, the satisfactory control over 
the yeasts, and the reduction in the other 
members of the gastrointestinal flora make 


ANTIBIOTICS IN COLON SURGERY—Cohn and Longacre 1119 


neomycin-nystatin one of the most effective 
drugs yet studied for preoperative preparation 
of the colon. 


Achromycin-Neomycin 


Achromycin-neomycin (tetracycline-neomy- 
cin)!® was given to seven patients as follows: 
Achromycin, 200 mg., neomycin, 1 gram every 
hour for four hours, then every six hours for 
72 hours (Fig. 8). 

Streptococci were removed from all but one 
patient. Staphylococci were not affected in 
three patients but were removed from three. 
Coliform organisms, clostridia, bac- 
teroides were removed from all patients. 
Yeasts appeared after the first day and in- 
creased until the third day after therapy. 

The rapid disappearance of so many organ- 
isms with this form of therapy and the ab- 
sence of undesirable gastrointestinal side re- 
actions make this the most satisfactory agent 
yet found for preoperative preparation of the 
colon. 

Discussion 


On the basis of this and other experimental 
work conducted in our department’ a routine 
has been established for the care of all colon 
cases on our service at Charity Hospital.’° 
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Preoperative preparation consists of the fol- 
lowing program: Achromycin 200 mg., neo- 
mycin | gram, every hour for four hours, then 
every six hours for a total of 72 hours. 

This is accompanied by a low residue diet, 
a cathartic the first day of therapy, and mul- 
tiple enemas daily during preparation. 

At operation, Achromycin-neomycin pow- 
der is placed in the bowel whenever it is 
opened for any purpose. 

A plastic tube is threaded into the bowel 
proximal to the point of opening the bowel 
and brought out through a stab wound in the 
abdomen. Through this tube Achromycin- 
neomycin is injected directly into the lumen 
of the bowel every 8 hours for the first five 
days after operation. This serves to control 
the bacterial flora of the bowel in the im- 
mediate postoperative period, reduces the 
edema at the anastomotic site, and improves 
viability of the anastomosis. Since the ma- 
jority of colonic anastomoses would do well 
anyhow, it will take considerable time to col- 
lect a series large enough to show statistically 
that this method is of definite value. How- 
ever, the experimental work leaves little 
doubt about the value of antibiotics admin- 
istered in this fashion. 

The surgical powder and the plastic tube 
have the additional advantage of being useful 
in those patients operated upon under emer- 
gency conditions where preoperative prepara- 
tion of the bowel was not possible. 

This routine has been in effect on our 
service since July, 1955. Preoperative drug 
therapy has been discontinued in only a single 
patient because of undesirable side reactions. 
We are continuing to evaluate both this pre- 
operative routine and this method of post- 
operative care. Other drugs are also under 
study for preoperative preparation, but none 
so far has given results comparable to those 
obtained with the drug of choice. 


Summary 


Sulfathalidine, Aureomycin, Terramycin, 
Achromycin, and Mysteclin were considered 
unsatisfactory for preoperative preparation of 
the colon. 


Neomycin gave satisfactory reduction of the 
intestinal flora. 


Neomycin-nystatin gave slightly superior 
results to neomycin alone.® It appears to be 
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particularly useful in cases where yeast out- 
growth might occur. 

Achromycin-neomycin gives the most satis- 
factory bacteriologic results and has been se- 
lected for routine preoperative preparation 
of the colon. 
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Discussion (Abstract) 


Dr. Edgar J. Poth, Galveston, Tex. Dr. Cohn has 
done me the honor of asking me to discuss his paper. 

I am pleased to see constructive experimental 
studies done in this field, because it will help both 
to establish previous observations and clear away some 
of the misconceptions which have arisen. A rather 
unfortunate situation has developed in many discus- 
sions of intestinal antisepsis. Too many workers have 
become interested in the rather academic problem 
of eliminating bacteria from the stools of patients 
rather than in altering the bacterial flora sufficiently 
to make colon surgery a relatively safe procedure. 
When viewed from this standpoint, Sulfasuxidine, 
rather than Sulfathalidine, (the latter is a relatively 
poor choice) is not “an unsatisfactory agent to use 
for preoperative preparation of the colon,” but in- 
stead it is quite adequate clinically. Although Sulfa- 
suxidine is not a bactericidal agent, and the proper 
preparation of the colon requires a week’s time, I 
have not had the misfortune of bowel leakage, abscess 
or fecal fistula formation, or the development of 
peritonitis following primary anastomoses since its 
introduction in 1941 (Poth and Knotts, Proc. Soc. 
Exper. Biol. & Med. 48:129, 1949). 

The sulfonamides do not sterilize the bowel, they 
merely alter the intestinal bacterial flora. 


It should be stressed that the period between 
doses of an intestinal antiseptic should not exceed 
four hours, because the major portion of the anti- 
bacterial agent will be swept out of the small bowel 
by then and must be replenished if continuous action 
is to be realized and overgrowth of resistant organisms 
prevented. Small or infrequent doses of intestinal 
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antisepsis favor the outgrowth of resistant strains of 
organisms. 

Neomycin was first used as an intestinal antiseptic 
in 1949 (Texas Rep. Biol. & Med. 8:353, 1950). Sul- 
fathalidine was added shortly, because it was noted 
that Areobacter aerogenes would occasionally grow out. 
Also, the sulfa drugs suppress clostridia very effec- 
tively. It is regretted that Drs. Cohn and Long- 
acre did not include this combination in their study, 
since it has been used for so long and with such 
excellent results in several thousand cases. 


I agree completely with their observations made 
on chlortetracycline and oxytetracycline (J.A.M.A. 
153:1516, 1953). 


May I call attention to the danger inherent in 
using certain combinations of antibacterial agents. 
For example, Dearing and Needham (Proc. Staff 
Meet, Mayo Clin. 28:507, 1953) showed that the com- 
bination of neomycin and Terramycin would allow 
the development of resistant strains of staphylococci 
while this does not occur where neomycin alone is 
administered in adequate doses. Sufficient evidence 
has accumulated to indicate that Achromycin has the 
same disadvantages as other tetracycline derivatives, 
and it may develop that staphylococci will grow out 
in a relatively large number of instances when a 
sufficiently large series has been observed. 


It should be stressed that the important period 
during which the bacterial flora must be suppressed 
is not before operation or necessarily during opera- 
tion, but rather during the period of postoperative 
healing. Drs. Cohn and Longacre accomplish this 
by placing a plastic tube into the bowel proximal to 
the anastomosis and then instilling the solution of 
Achromycin and neomycin. This same result is ob- 
tained by the administration of antibacterial agents 
which are not absorbed from the bowel as is illus- 
trated in the following slides taken from publications, 
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The first taken from the J.A.M.A. (153:1516, 1953, 
Fig. 2) demonstrates continuous sterility of bowel 
for six days postoperatively. The importance of sup- 
pressing bacterial growth during the healing period is 
emphasized. 


The second illustrates the three groups into which 
patients fall as regards intestinal antisepsis. (See 
J-A.M.A. 153:1516, 1953.) 

The third gives data on 102 consecutive cases of 
carcinoma of the colon treated by open anastomosis, 
and shows the superior clinical results obtained with 
the use of intestinal antiseptics. 

An acceptable intestinal antiseptic should have the 
following properties: 

1) Solubility in water, palatability, low toxicity and 
limited absorption from the gastrointestinal 
tract to prevent untoward reactions and to main- 
tain its antibacterial activity during the post- 
operative period of paralytic ileus; 

2) Rapid, highly bactericidal activity against patho- 
genic organisms viable in the gastrointestinal 
tract; 

3) Prevention of development or overgrowth of 
pathogenic bacteria and fungi; 

4) Chemical stability in the presence of the gastro- 
intestinal digestive ferments; 

5) Activity in the presence of intestinal contents 
thereby permitting adequate intake of food and 
liquids; 

6) Aid mechanical cleansing of the bowel without 
dehydration or irritation to the mucosa; 

7) Will not interfere with tissue growth or healing; 
and 

8) Restricted use. 


May I compliment the authors and thank them for 
the privilege of discussing their paper. Also, may I 
urge them to continue this work and that they in- 
clude the combination Sulfathalidine-neomycin in 
future surveys. 
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‘Tinea Capitis Due to Microsporum 
Audouint: Treatment with New Improved Salundek 


Ointment and Salundek Lotion 


BEATRICE H. KUHN, M.D., Charleston, W. Va. 


The treatment of tinea capitis without radiation epilation is desired by both patients and family. 
Therefore any medicaments which may achieve cure without the loss of hair are worthy of trial. 


Introduction 


AN ENTIRELY SATISFACTORY METHOD of treat- 
ing tinea capitis due to Microsporum audouini 
has not yet been found. For many years, x-ray 
therapy was considered the treatment of 
choice. However, in many cases this treatment 
has been refused on the grounds of possible 
permanent damage. Many parents feel that 
x-ray therapy is dangerous because of the pos- 
sibility of radiodermatitis regardless of the 
dosage. Even more important, however, in the 
treatment of a fungus infection of the scalp, 
they fear permanent baldness. In spite of the 
fact that x-ray therapy, expertly applied, is 
generally considered safe and effective, it is 
impossible to state categorically that this 
complication might not occur. From many 
standpoints local therapy is more desirable, 
and numerous attempts have been made to 
find a satisfactory local preparation. The 
methods tried have included the use of estro- 
gens, androgens, diparalene, undecylenic acid 
preparations, salicylanilide preparations and 
many others. This report deals with the treat- 
ment of tinea capitis due to M. audouini 
using Salundek ointment and lotion, and 
further, a comparison of the results obtained 
with those reported by other authors using 
similar and different fungicides. 


Study 


This investigation covered a three year 
period from August of 1952 through August 
of 1955. The diagnosis was established on all 
patients clinically, by positive fluorescence 
with a purple-x bulb, by a positive potassium 
hydroxide preparation for fungi and by posi- 
tive culture. All patients were instructed to 
use tincture of green soap as a shampoo daily 
or every other day, and to use their Salundek 


preparation twice a day, on the entire scalp 
once a day and on the affected areas once a 
day. All families were advised to have their 
child wear a washable cap or hat which was 
changed daily, to isolate the comb, cover the 
pillow with a plastic cover and use separate 
linen for the patient. The patients were fol- 
lowed at weekly or biweekly intervals depend- 
ing on the distance to be traveled. No manual 
or other epilation was employed. 


In some cases, where the time of cure was 
calculated at 10 or 12 months, a definite veri- 
fiable lapse in therapy had occurred. In view 
of the fact that this could not be accurately 
corrected for, the length of time for cure used 
was that period of time between the start of 
therapy and the first negative examination 
with a purple-x bulb, if all subsequent ex- 
aminations for a period of one or more 
months were likewise negative. A total of 13 
patients were treated with new improved 
Salundek ointment. The statistics were calcu- 
lated on 12 patients, inasmuch as one patient, 
according to the mother, developed a con- 
tact dermatitis and was eliminated from the 
statistics. Examination in the office revealed 
no evidence of this reaction. Thirty-three pa- 
tients were treated with Salundek lotion, 5 of 
these patients were eliminated from the sta- 
tistics because no follow-up was available, 
leaving a total of twenty-eight. 


The first one of these patients was seen in 
August of 1952 and started on X-263 or Salun- 
dek lotion. This preparation was not marketed 
but was essentially similar to the ointment ex- 
cept for the vehicle. New improved Salundek 
ointment contains 3 per cent salicylanilide, 
4 per cent mono-and dichlorosalicylanilides, 
2 per cent undecylenic acid and 10 per cent 
zinc undecylenate in a carbowax base. There 
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was no instance of contact dermatitis with 
Salundek lotion and, generally speaking, pa- 
tients preferred the use of a lotion to that of 
an ointment as they felt it was easier to apply 
and was less of a cosmetic handicap. 


Results 


Of the patients treated with Salundek oint- 
ment, 91.6 per cent were classified as cured in 
an average of 12.3 weeks. Of these patients, 
50 per cent developed a tinea kerion. The 
average number of weeks required for cure in 
those patients who did not develop a kerion 
was 12.8. Of those patients using Salundek 
lotion, 92.8 per cent were classified as cured 
after an average period of treatment of 16.7 


TREATMENT OF TINEA CAPITIS—Kuhn 1123 


weeks. This figure, as previously stated, is 
not entirely accurate because many of these 
patients omitted therapy for several weeks 
before resuming treatment with a resultant 
cure. Of these patients, 28 per cent developed 
a kerion, and the average time required for 
cure in those with kerion was 15.4 weeks, 
whereas for those without, it was 19.7 weeks. 


Table 1 gives a comparison of the reported 
effectiveness of various types of local prepara- 
tions together with the average time required 
for cure. Dobes* has reported a cure rate of 
100 per cent in 6 patients treated with an un- 
decylenic acid preparation for 8 to 12 weeks; 
these 6 patients, however, were previously 
treated with diethylstilbestrol and their hair 


TABLE 1 
Author Number Therapy Per Cent Average Per Cent Average Average 
Patients Cured No. Weeks Patients No. Weeks No. Weeks 
For Cure With For Cure For Cure 
Kerion Without With 
Kerion Kerion 
A. Goldberg? All or any local 25 (d) 
B. Rosenthal* 14 Diparalene 5% 42.8 
C. Dobes* 13 Diethylstilbestrol 0 8 wks. 
12 Estrone 0 6 wks. 
56 Estrogens 78.4 (e) 10.6 wks. 
Felsher* 60 Diethylstilbestrol 0 6 wks. 
50 Androgens 6 ? 
D. Reichelderfer 1 2-Hydroxystilbamidine 100 20 wks. 
1 2-Hydroxystilbamidine 0 17 wks. 
F. Dobes* 6 (a) Undecylenic acid 100 7-12 wks. 
Welch® 12 Copper 
undecylenate 42 3-16 wks. 
Carrick? 25 Undecylenic acid 40 18 wks. 
72 18 plus wks. 
Schiller® Copperoleate 37 
F. Edelson® 72 Asterol 66.6 (f) 9.6 wks. 16.7 iW 4 
Stritzler’® 61 Asterol 70.4 32.8 
Stritzler4 44 Asterol 73 7-9 wks. (g) 34 
12 Asterol 75 3-6 wks. (g) 
Edelson™ 61 Asterol 68 8 wks. 23.1 8 6 
Sullivan™ Chloridated 
Salicylanilides 70 12-24 wks. 
Hopkins 36 Salicylanilide 34 12 wks. 87 No difference 
Ointment No. 1 89 28 wks. with kerion 
44 Salicylanilide 63 12 wks. 
Ointment No. 2 93 24 wks. 
Felshert 150 Salicylanilide 70 25 wks. 
Schiller$ Salicylanilide 57 
46 
Kuhn 13 (b) Salundek 
ointment 91.6 12.3 wks. 50 12.8 11.6 
33 (c) Salundek 
lotion 92.8 16.7 wks. 28 19.7 15.4 


(a) (These 6 from preceding 13 showed loosening of hair.) 
Hair loosened, did not fall. 


(c) Five patients eliminated—no follow-up. 
(d) No evidence offered. 
(e) Salicylanilide ointment also used. 
(f) 36.1% cured (six negative examinations). 
30.5% improved (negative less than six examinations). 
(g) No previous x-ray. 


One patient eliminated—Dermatitis venenata—Per cent figured on 12. 
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was loosened following the employment of 
this medication. This report, therefore, is dif- 
ficult to evaluate relative to the other methods 
of therapy. The results with Asterol varied 
from 66 to 75 per cent with a treatment period 
varying from 3 to 8 weeks. It is interesting to 
notice, however, that the 3 week period was 
cited for 12 patients who used Asterol locally 
after previous x-ray therapy. The most satis- 
factory response is that cited by Hopkins" 
using a preparation containing salicylanilide 
and identified as ointment No. 2. In these pa- 
tients, he obtained a 63 per cent cure rate 
after 12 weeks and 93 per cent after 24 weeks. 
The results obtained using new improved 
Salundek ointment compare very favorably 
with these inasmuch as 91.6 per cent were 
cured after 12.3 weeks using the ointment and 
92.8 per cent were cured after 16.7 weeks after 
using the lotion. Since this is approximately 
three or four months, it is felt that this 
method of therapy is perhaps the most satis- 
factory so far presented. 


Discussion 


One of the most important factors in the 
success of a particular local preparation is, of 
course, cooperation of the patient. From this 
standpoint a liquid preparation is preferable 
to an ointment inasmuch as it may be sprayed 
on or rubbed in, will not leave the hair as 
sticky or matted down as the use of an oint- 
ment will. In evaluating the results in table 1, 
the most satisfactory results were obtained 
with salicylanilide preparations although the 
average time before a cure was obtained was 
significantly longer than when Asterol was 
used. The best results reported for Asterol 
alone were 73 per cent in approximately 8 
weeks, whereas for Salundek ointment, it was 
92 per cent in 12 weeks. There is no informa- 
tion as to the percentage of cures when Asterol 
was used longer than the 8 week period. It 
may very well be that if Asterol was used for 
twelve weeks instead of eight, the percentage 
of cures would be comparable. 


Summary and Conclusion 


1. No local preparation has yet been em- 
ployed clinically which will result in a 100 
per cent cure in tinea capitis in a reasonable 
length of time. 

2. The present report deals with the treat- 
ment of 13 patients with tinea capitis due to 
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M. audouini with new improved Salundek 
ointment, in whom a 91.6 per cent rate of 
cure was obtained in 12.3 weeks; and with 33 
patients in whom a 92.8 per cent cure rate 
was obtained with Salundek lotion in 16.7 
weeks. 

3. A summary of results presented by 
other authors using similar and different local 
preparations is included which indicates that 
the two most satisfactory preparations at the 
present time are, (1) tincture of Asterol and 
(2) the salicylanilide preparations. 

4. The best result reported for tincture 
of Asterol was a 73 per cent cure rate in ap 
proximately 8 weeks compared to 92 per cent 
cure using new improved Salundek ointment 
in 12 weeks. There is no information, how- 
ever, as to the percentage of cure obtained 
with tincture of Asterol used for a similar 
period of time. 

5. It is felt that 12 weeks, or 3 months is 
not an unreasonable time for patients to be 
under treatment for a fungus infection of the 
scalp. In view of the fact that employment of 
Salundek ointment resulted in 92 per cent 
cure used over a 3 month period, it is felt that 
this preparation is entirely satisfactory for 
general use at the present time in tinea capitis 
and probably the best available local fung- 
icide for tinea capitis due to M. audouini 
available at the present time. 
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Carcinoma of Skin and Other Organs: 


A Study of Resistance to Carcinoma 


the course has seemed to be more benign. 


A REVIEW OF THE FILES of the Tumor Clinic 
of the University Hospitals, Oklahoma City, 
reveals that few patients have been found to 
have both carcinoma of the skin and of other 
organs. This clinic began to record all cases 
of malignant disease seen at University Hos- 
pitals’ Clinics beginning on January 1, 1948. 
From that time until November 30, 1955, a 
total of 5,770 patients have been diagnosed as 
having cancer and have been followed by the 
Tumor Clinic. This group of 5,770 cases of 
malignant disease is collected from a total of 
approximately 90,000 patients seen in the 
University Hospitals’ Clinics during this 
period. 

Many of the cases listed with the Tumor 
Clinic have had only a clinical diagnosis with- 
out pathologic study to confirm the clinical 
impression. As would be expected in this 
southwestern state, skin carcinoma far exceeds 
carcinoma of any other organ in frequency. 
The following sites have been found to be in- 


volved by malignant disease in the indicated 
number of cases: 


Skin 2098 
Lower lip 255 
Lung 139 
Esophagus 45 
Stomach 151 
Breast 440 
Small intestine 12 
Large intestine 101 
Rectum and anus 171 
Pancreas 38 
Ovaries 104 
Uterine fundus 137 
Cervix 849 


This study has been designed to ascertain 
the frequency with which patients of the Uni- 
versity Hospitals’ Clinics have been found to 


tNational Cancer Institute Trainee. 
From the Department of Surgery, University of Oklahoma 
ont of Medicine and University Hospitals, Oklahoma City, 


LOUIS E. SPEED, M.D.,7 Oklahoma City, Okla. 


This interesting study points out the possible rarity of malignancy of other organs if there is 
or has been a carcinoma of the skin. In those in whom other malignancies have occurred 


have both carcinoma of the skin and of other 
organs. If any relationship does exist between 
carcinomas of these different sites, certain 
well-known facts may explain it. Many pa- 
tients have developed carcinoma and died be- 
fore reaching the age at which skin carcinoma 
is commonly seen. Carcinomas of the skin are 
found predominantly in the aged, with basal 
cell tumors being exceedingly rare below 40 
years of age. Also, it is probable that in num- 
erous cases the manifestations of carcinoma of 
another organ have so focused the attention 
that skin tumors which might have proved 
to be carcinomatous on biopsy have been 
ignored. 


A defect of this type of study is that in 
earlier years some patients have received treat- 
ment with a clinical diagnosis of carcinoma of 
the skin although it has not been confirmed 
by biopsy. Some cases were encountered in 
this review in which the patient had diagnoses 
of both carcinoma cf the skin and a body 
organ, but there was no tissue confirmation 
of the clinical diagnosis of the skin lesion. A 
number of these patients had skin lesions 
which were fulgurated or irradiated without 
biopsies having been taken. Other instances 
were found in which a clinical diagnosis of 
skin carcinoma remained in the Tumor Clinic 
files although the ski “tumor” had spon- 
taneously healed or vanished. 


Case Material 


For this survey it was elected to include 
only those patients who had carcinoma of the 
skin proved by surgical biopsy and evidence 
of probable carcinoma of any of the organs 
previously listed (viz., lung, esophagus, stom- 
ach, breast, small intestine, large intestine, 
rectum and anus, pancreas, ovaries, uterine 
fundus, and cervix). This includes those 


956 
of 
ate 
6.7 
by 
the 
and 
ure 
ap- 
rent 
1ent 
L0W- 
ined 
hs is 
o be 
the 
nt of 
cent 
that 
for 
1pitis 
fung- 
ouini 
of the 
agement 
trogenic 
ment of 
Dermat. 
itis with 
th Oint- 
yph. 5& 
itis with 
th Oint- 
& Syph. 
ris, Arch. 
‘Treatment 
ntifungal 
ym pound, 
pits 


1126 SOUTHERN MEDICAL JOURNAL 


whose diagnosis was completed postmortem 
as well as antemortem. 

Lung. Of all the cases of carcinoma of the 
lung seen in this clinic, there has been but 
one who has been proved to have carcinoma 
of the skin. This patient (Case 168-497) died 
in 1951 at 62 years of age. He had been diag- 
nosed in 1940 as having chronic lymphatic 
leukemia. He received Fowler’s solution, a 
known carcinogenic agent, until 1945 when 
some squamous cell carcinomas were excised 
from his neck. There was no recurrence of 
skin cancer prior to his death from leukemia 
in 1951. At autopsy an unsuspected oat cell 
carcinorha of the lung was discovered. 

Esophagus. One patient (Case 184-519) 
found to have carcinoma of the esophagus in 
1954, had previously had a squamous cell 
carcinoma excised from his forearm in 1952. 
This skin cancer was a Marjolin’s ulcer which 
developed on the scar of an old burn which 
had occurred in 1923. There was no recur- 
rence following its excision, but the patient 
died in 1954, at 78 years of age, following 
operation for esophageal carcinoma. 


Stomach. There also has been but one pa- 
tient since 1947 who has had a gastric carci- 
noma and carcinoma of the skin as established 
by biopsy. This patient (Case 147-831) had a 
subtotal gastrectomy in 1948 for what proved 
to be a columnar cell carcinoma of the stom- 
ach. In 1952, a 1 by 0.5 cm. basal cell carci- 
noma was excised from his right preauricular 
area. This patient is now 79 years of age and 
has no evidence of recurrent disease. 

Breast. Four patients have been found to 
have carcinoma of the breast and skin carci- 
nomas during this interval. Three of these pa- 
tients are alive without recurrence while the 
other died 21 years after the appearance of 
her breast tumor. 


That patient (Case 123-343) was treated 
here from 1943 until her death in 1951, at 77 
years of age. (The cause of death was not 
related to the carcinoma.) An infiltrating duct 
carcinoma of the breast was treated by x-ray 
because it was felt to be inoperable when this 
patient was first seen here in 1943. A basal 
cell tumor was excised from her chin in 1945. 

The second patient (Case 48630A) had a 
squamous cell carcinoma removed from her 
chin in 1947, and a radical mastectomy in 
1953. A colloid carcinoma involved two of 
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seven lymph nodes in level 1. She is now 68 
years of age. 

Another patient (Case 129-766) had a simple 
mastectomy in 1945 for “ulcerative carcinoma” 
of the breast. Ten years later a basal cell 
lesion was excised behind her ear and no evi- 
dence of her breast disease was evident. She 
is now 73 years of age. 


The last patient in this group (Case 220. 
550) had a radical mastectomy in 1948 with 
no involvement of axillary nodes being de. 
monstrable. In 1955 basal cell carcinomas 
were removed from her temple, neck and 
auricular area. She is well at 79 years of age. 


Small Bowel, Large Bowel, Rectum and 
Anus. The four patients in this group were 
all alive at last report. 


One patient (Case 199-921) had carcinoma 
of the rectum treated in 1940 by abdominal 
perineal resection and a perineal colostomy. 
In 1947, he developed a squamous cell carci- 
noma at the site of an old smallpox vaccina- 
tion on his arm; this grew very rapidly during 
the 8 weeks after it was first noted. This was 
excised and has not recurred. However, in 
1953, he was found to have an adenocarci- 
noma of the descending colon and an abdom- 
inoperineal resection was performed. In 
March 1955, malignant tissue (adenocarci- 
noma) was removed in a biopsy from the colos- 
tomy site, but this apparently removed all the 
tumor for none was demonstrable later. He 
was 62 years of age and apparently free of 
recurrent disease when last seen in the clinic. 


The second patient (Case 117-184) had sev- 
eral lesions on his face treated by irradiation 
in 1942 with a clinical diagnosis of basal cell 
carcinoma. No biopsies were taken. In 1950 
he had a proved squamous cell carcinoma 
excised from his ear and a similar tumor was 
removed from his neck in 1952. In 1951 he 
underwent an anterior resection for carci- 
noma of the rectosigmoid. The specimen re- 
vealed involvement of nodes at the level of 
the tumor. He is alive without evidence of 
recurrent carcinoma at 77 years of age. 

The third patient (Case 227-277) had re 
section of his transverse colon for adenocar- 
cinoma in 1955. All lymph nodes were free of 
tumor. He was treated also in 1955 for basal 
and squamous cell tumors of his nose. Thus 
far he is well without evidence of recurrent 
disease at 70 years of age. 
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The last member of this group is a 55 year 
old woman (Case 170-041) who had an adeno- 
carcinoma of the hepatic flexure excised in 
1955. One lymph node was involved at the 
level of the tumor. She had previously (1951) 
had a basal cell carcinoma removed from her 
upper lip. This case is unique in that this is 
the only patient in this study who developed 
a carcinoma of one of the organs studied after 
an interval following a diagnosis of basal cell 


carcinoma established on_ biopsy. 


Pancreas. No patient has been proved to 
have both skin carcinoma and carcinoma of 
the pancreas or extrahepatic biliary system. 


Ovaries. Only one patient has had carci- 
noma of the skin and ovary confirmed by tis- 
sue study. She is a 63 year old patient (Case 
217-146) who had a total hysterectomy and 
bilateral salpingo-oophorectomy in 1954. The 
report was papillary serous cystadenocarci- 
noma. A basal cell carcinoma was excised 
from her nose in 1955. Thus far there is no 
evidence of recurrent tumor. 


Uterine Fundus. Only a 71 year old pa- 
tient (Case 110-461) has had treatment for 
skin carcinoma and carcinoma of the body of 
the uterus. She was treated in 1941 with 
radium and surgery (hysterectomy and sal- 
pingo-oophorectomy) for adenocarcinoma of 
the corpus. In 1948 a basal cell carcinoma was 
removed from her arm. She is free of recur- 
rent disease at this time. 


Cervix. The last group surveyed was that 
of patients having carcinoma of the cervix. 


One patient in this group developed a skin 
carcinoma several years after treatment for 
carcinoma of the cervix. This patient (Case 
228-722) was first treated with radium in 1947 
for what appeared clinically to be a Stage III 
carcinoma of the cervix. Later that year she 
underwent a Wertheim hysterectomy and was 
found to have tumor in the lymph nodes 
along the internal iliac vessels. In 1955, a 
basal cell carcinoma was biopsied below her 
left eye and subsequently excised. At present 
she is 36 years of age and has no evidence of 
residual malignancy. 
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Another patient (Case 194-218) underwent 
a hysterectomy for carcinoma in situ in 1954, 
after having had a basal cell carcinoma re- 
moved from her chin in 1953. She was well 
when last seen at 63 years of age. 


Summary and Conclusions 


The cases of the Tumor Clinic of Uni- 
versity Hospitals, Oklahoma City, have been 
reviewed through November 30, 1955, and all 
patients have been tabulated in whom diag- 
noses of carcinoma of the skin and of other 
organs (lung, esophagus, stomach, breast, 
small intestine, large intestine, rectum and 
anus, ovaries, uterine fundus, and cervix) 
have been established by microscopic exam- 
ination. The number (14) of these cases seems 
surprisingly small, but certain reasons have 
been set forth as possible explanations. 


Other interesting facts have been noted in 
summarizing these cases: (1) Only one pa- 
tient (Case 170-041) developed carcinoma of 
another organ after previously being treated 
for a proved basal cell carcinoma. (2) Not a 
single patient in this study has developed 
metastases of their skin carcinoma or other 
carcinoma beyond the regional lymphatics. 
(3) The only death in this group that can be 
ascribed to cancer is that patient (Case 184- 
519) who succumbed in the immediate post- 
operative period. 

It is not claimed that this study in any way 
establishes a relationship between carcinoma 
of the skin and other sites, or that hyper- 
plastic changes in the skin may confer some 
sort of immunity to neoplasms in the various 
organs. It does seem striking, however, that 
these patients as a group have had a relatively 
“benign” course in their malignant disease. 

Finally, it is hoped this report may incite 
further study of this aspect of malignant 
disease so that a statistically significant num- 
ber of cases may be reviewed and evaluated. 

Note: It has been suggested by Dr. J. Moore Camp- 
bell of this surgical staff, that the most likely relation, 
if any exists, might be in general resistance to neo- 
plasia secondary to development of carcinoma of the 
skin of the extremities. Further investigation of this 
and other possible relationships has been projected. 
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An Evaluation of Astragalectomy” 


S. FULTON TOMPKINS, M.D., ROBERT J. MILLER, M.D., 
DON H. O’DONOGHUE, M.D.,+ Oklahoma City, Okla. 


The results of an operation not commonly done have been analyzed. The indications for this 
type of operation are becoming steadily fewer but may occasionally be found. 


FOR MORE THAN FIFTY YEARS, astragalectomy 
has been a controversial operation, strongly 
advocated by some surgeons and denounced 
with equal vigor by others. This paper is an 
effort to evaluate the merits of the operation 
on the basis of a series of 24 cases with periods 
of postoperative follow-up ranging from 7 
to 20 years. The principal application of the 
operation is to selected types of paralysis 
of the foot resulting from poliomyelitis. Al- 
though other writers have appraised the 
value of the operation in the past, we believe 
that a re-evaluation of the procedure is of 
value at this time because the probably forth- 
coming conquest of poliomyelitis by vaccine 
prophylaxis will still leave for a few years a 
backlog of patients with the residual effects 
of the disease, and these people will deserve 
the best orthopedic treatment we can give 
them. They are likely to want it all the more 
urgently because they will have had the mis- 
fortune of missing the benefits of vaccination 
by only a few years or a few months. Some of 
them will be possible candidates for astrag- 
alectomy. How good an operation is this? 


Historical Review 


Before undertaking to answer the question, 
a brief review of the history of astragalectomy 
will provide perspective for the presentation 
of our data. The operation was introduced, in 
1901, by Royal Whitman! as a method of re- 
aligning and stabilizing feet with a severe 
calcaneovalgus deformity due to poliomye- 
litis. We surmise that it was devised in a des- 
perate effort to provide stability in severely 
crippled feet when circumstances were unfav- 
orable for any other treatment. Subsequently, 
the usefulness of the operation was further 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houst Tex., N ber 14-17, 1955. 


tFrom the Department of Orthopedic and Fracture Surgery, 
Sey of Oklahoma School of Medicine, Oklahoma City, 
a. 


explored by Whitman? and more widely by 
others in its applicability not only to calcaneo- 
valgus deformity but also to other deformities 
due to poliomyelitis, and to other conditions 
such as arthrogryposis, severe congenital club 
foot, tuberculosis of the ankle joint, and frac- 
tures of the talus. In the English literature, 
among the principal papers reporting on 
sizable series of cases are those of Whitman,!* 
Sever,’ Jones and Lovett,? and Davis.! For- 
of the operation in this country have included 
Royal Whitman,!? Armitage Whitman, and 
Thompson.* Among the principal critics have 
been Hoke,® Carmack and Hallock,’ Dunn 
Sever, Jones and Lovett,® and Davis'. For- 
eign literature of the past several decades con- 
tains many papers on astragalectomy. There 
has evolved a general agreement that the op- 
eration has a much narrower range of appli- 
cability than triple arthrodesis has, but that 
within this range it provides stability that 
triple arthrodesis would not give in the same 
group of patients. Schwartz'! has reviewed 
the historical place of astragalectomy in a 
paper tracing the evolution of stabilizing op- 
erations on the foot. 

At the present time, in the United States, 
astragalectomy appears to enjoy at least mod- 
erate popularity with some orthopedists in 
some sections of the country, while among 
other orthopedists in other sections it is little 
liked and rarely or never used.1?:13 The great- 
est popularity seems to have been in New 
York City where the operation was originated. 
One of the other places where it has been used 
with moderate frequency over the years is 
Oklahoma City, where the series of cases for 
this paper have been collected. 

Probably the biggest barrier to wider ac 
ceptance of the operation is the fact that a 
surgeon becoming acquainted with it for the 
first time is likely to find that it seems ex 
tremely unphysiologic and therefore highly 
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unappealing in theory, in the operating room 
and in the roentgenograms. It consists in re- 
moving the astragalus and creating, somewhat 
crudely, a pseudarthrosis between the ankle 
mortise and the then-incongruent tarsus. The 
operation involves a region which bears heavy 
weight, and that it can ever yield a foot which 
functions relatively well and is not painful 
seems hardly credible. But the fact is that it 
can do so, and does do so in a considerable 
proportion of cases. 


Clinical Study 


As an example of a good result, one may 
take one of our cases, a young white man, 
now age 21. He had his astragalectomy at age 
7 because of a calcaneovalgus deformity due 
to poliomyelitis, with almost complete lack of 
power in the calf, and very little power in 
other muscles. When examined by us 14 years 
after operation he had a stable, presentable 
foot, used high top shoes with a one-half inch 
heel lift under the foot which had been oper- 
ated upon, and walked with only a slight 
limp due to weakness of the calf; he stated 
that the foot never develops more than tran- 
sient, slight pain, and that he does manual 
labor in a lumber yard, often carrying heavy 
loads, such as 94 pound sacks of cement. 


On the other hand, another patient, a white 
woman who was operated on at the age of 7 
and has been followed for 17 years, has 
marked disability. The original deformity was 
a calcaneovalgus foot resulting from _polio- 
myelitis. Now after prolonged periods of walk- 
ing or standing, she is forced to rest in bed 
for one to two days because of pain in her 
foot. This occurs in spite of the fact that ex- 
tensive residual paralysis in both lower ex- 
tremities requires her to use two crutches, and 
this reduces the stress on the foot from which 
the astragalus was removed. The patient, who 
is now 24 years old, has been unable to find a 
permanent gainful occupation, stating that 
pain in her foot is a major factor in her dis- 
ability. 

These two cases are typical examples of 
good and poor results. In a series of cases one 
would expect certain other variations. 

At the Crippled Childrens Hospital in Ok- 
lahoma City the records show that in the 
years 1930 to 1954 inclusive a total of 118 
astragalectomies were performed. It has been 
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our impression that a large majority of these 
have had a very satisfactory result. This im- 
pression was mainly based on seeing in the 
clinic, patients who have been operated upon 
in the past few years. But some of the most 
cogent adverse criticisms of astragalectomy 
concern pain and/or deformity developing 
many years after operation. Therefore, for the 
purposes of this study we determined to re- 
view a series of at least 20 cases, using those 
with the longest possible periods of postoper- 
ative follow-up, deliberately excluding those 
operated upon within the last several years. 
Only cases in which it was possible to obtain 
a re-examination of the patient by one of us 
were considered acceptable for the series. 
Within these limitations, we were able to 
trace, review and re-examine a total of 24 
cases. 

The hospital records in this series of cases 
yielded the principal information one would 
desire to have regarding their preoperative 
condition. 

Disease entities involved were 2 in number: 


Number of patients 


Paralysis from poliomyelitis 23* 
Severe congenital equinovarus 
club foot 1 


*Including one patient operated upon else- 
where but subsequently followed in our clinic 
for many years. 

Since the one case of congenital club foot 
was a different and special problem it will be 
considered separately, and the cases of polio- 
myelitic paralysis discussed as a group. This 
group includes 7 males and 16 females. 

The age at time of astragalectomy among 
these 23 paralytic patients was: 


Minimum 3 years 
Maximum 14 years 
Average 7.4 years 


Among these 23 patients with paralytic 
feet, the preoperative deformity was as fol- 
lows: 

Number of patients 

Calcaneovalgus 11 
Equinovarus 
Calcaneus 
Equinovalgus 
Adductovarus 
Slight cavus (flail foot) 
Not recorded (flail feet, 

possibly no deformity) 3 
Unknown (operation done 

elsewhere) 1 
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Among these same 23 patients the pre- 
operative muscle power was as follows: 


Number of patients 


Flail feet (no muscle power) 9 
Some significant power 
(minimum of one good muscle 


or two fair muscles) 10 
Not recorded 5 
Unknown (operation done 

elsewhere) l 


Shortening of ipsolateral lower extremity 
before astragalectomy was a frequent finding 
by tape measurement: 


Number of patients 
Shortening present 10 
Maximum: 2 inches 
Average: 1 inch 
No shortening 5 
Not recorded 8 


The surgical technic used in the astragalec- 
tomies of this series was almost the same in 
all cases, and was essentially that which has 
been described by many previous authors." 
The principal features of it are these: 


Oblique lateral incision 

Astragalus removed 

Malleoli stripped and thinned 

Foot displaced posteriorly on the ankle mortise 

Foot aligned at right angle to the axis of the 
malleoli 

Tip of fibula inserted into a slot in the anter- 
ior end of the calcaneus 

Immobilization in plaster in equinus at about 
150 degrees 

Equinus gradually reduced to about 105 degrees 
in casts over a 3-5 month period 


Subsequent related operative procedures in 
these 23 cases included: 


Rotational osteotomy of tibia 4 
Procedures for equalization of 

leg length l 
Revision of astragalectomy 
Tendon transfer 
Tenotomy 
Heel cord lengthening 


Ol 


The one case of congenital equinovarus 
club foot was in a mentally deficient boy of 
14 who had had no previous treatment and 
was walking on the outer side of both feet 
and ankles. In the course of extensive surgery 
to correct his deformities, an astragalectomy 
was done on one foot subsequent to a wedge 
osteotomy and heel cord lengthening. On the 
other foot, osteotomies without astragalectomy 
were effective. 
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Late Postoperative Results 


Our review of each patient in the follow-up 
included questioning regarding current symp. 
toms and limitations of activity, and a physi- 
cal examination of both lower extremities. It 
was possible also to obtain roentgenograms of 
the foot in 21 of the 24 patients. 

In evaluating the results in these cases, we 
were chiefly interested in the following ques- 
tions: 

How stable is the foot? 

Is any brace required? 

How much deformity is present? 

Is any special shoe required? 

Is there residual inequality of leg length? 

How well does the patient walk? 

How much motion remains in the ankle 
joint? Is it desirable? 

How much pain does the patient have, if 
any? 

Findings in the one case of congenital club 
foot 20 years after operation can be summa- 
rized briefly: Both feet were in an approxi- 
mately neutral position with slight equinus 
and excellent alignment. There was marked 
stiffness of all joints of the feet and ankles. 
All the toes bilaterally showed moderate 
flexion contractures which had developed 
within recent years and which now prevent 
the patient from wearing shoes. Nevertheless 
in his stocking feet he is able to walk ina 
“stiff-footed” fashion around the nursing 
home where he is cared for. His severe mental 
disturbance made it impossible to make any 
further examination or any satisfactory esti- 
mate of pain in the feet. 

Findings in the 23 cases of post-poliomye- 
litic paralysis are described and tabulated in 
the following paragraphs. 

The question of stability can be answered 
easily and decisively as far as lateral motion is 
concerned: Every one of the astragalectomized 
feet were found to be completely stable later- 
ally, without any tendency to invert or evert 
in a troublesome way. In the anteroposterior 
direction, needed stability was satisfactorily 
achieved less often. Among the 8 patients who 
had weak muscle power in the knee the degree 
of anteroposterior stability of lower leg after 
astragalectomy was found to be as follows: 
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Number of patients 
Satisfactory 
Having adequate fixed equinus 
and able to bear weight without 
external support 4 
Unsatisfactory 
A. Lacking fixed equinus and 
unable to bear weight without 
brace on leg or hand to thigh 8 


B. Having excessive equinus 
contributing to genu recurvatum 
and need for brace 1 

The group of four patients with unsatis- 
factory anteroposterior stability are the only 
ones of the series who use a brace on the same 
leg, or who necessarily should use one. Two of 
these also use crutches at least part time be- 
cause of weakness at other sites. The other 19 
patients who had poliomyelitis require no 
brace on the extremity with the astragalec- 
tomy. 

A very critical inspection of the 23 para- 
lytic feet revealed various deformities en- 
countered either singly or as components in 
combination as follows: 
Deformity (or component) 
Equinus (more than 110 degrees) 3 
Residual cavus 
Residual calcaneus 
Varus of heel 
Forefoot adduction 
Forefoot abduction 
Lateral displacement of foot on ankle 
Shortening of 3rd, 4th or 5th rays 

(in 9 feet) 13 
Residual lateral tibial torsion 

(more than 15 degrees) 4 
Miscellaneous 3 

Because the deformities were recorded very 
strictly, the foregoing list appears somewhat 
formidable. However, none of the patients 
volunteered any specific complaint about the 
shape of the foot and none of them required 
any specially constructed shoe. One of the 
men preferred to use a high-top shoe routine- 
ly. One of the women, who had a practically 
straight foot but needed a brace for her weak 
knee, used a full-lace shoe to facilitate getting 
into it. Several patients required mismated 
shoes, and a number found the fitting of 
shoes somewhat troublesome, with the result 
that they tended to wear a rather “sloppy” 
type of shoe, rather than one which would 
have given optimal support. 

The degree of deformity from the stand- 
point of the objective observer can be tabu- 
lated as follows: 


Number of times noted 


vo 
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Number of feet 
Marked: 0 
One or more components 
severe enough to require surgical 
correction 
Moderate: 10 
Two or more components, not 
severe enough to require surgical 


correction 

Mild: 4 
Not more than one minimal 

component 

None of significance 8 


By clinical tape measurement, the late post- 
operative comparative leg lengths can be tab- 
ulated as follows: 


Number of patients 


Residual ipsolateral shortening present 18 
To heel To head of Ist MT 
Maximum: 234 inches 234 inches 
Average: 11% inches 1 inch 


No inequality present 


Residual contralateral shortening present _| 
(due to overcorrection by epiphyseal 
stapling) 

Measurement not satisfactory, due to: > 
a. Old shelf operation with 

subluxing hip 
b. Currently in cast for other 
treatment 


no 


It should be noted again, as indicated in 
the seventh table, that 11 of the 23 patients 
had had equalization procedures carried out 
with varying degrees of correction obtained. 
Also, 7 of the 18 patients with residual in- 
equality had had varying degrees of inequal- 
ity before their astragalectomy. 

How well does the patient walk after astrag- 
alectomy? The fair evaluation of the effect 
of an astragalectomy upon the patient's gait is 
the most difficult part of the task of appraising 
the merits of the operation, because so many 
of the patients have other disabilities which 
affect the way they walk. There may be a 
weak hip, a weak knee, a short leg, a genu 
recurvatum, or enough weakness in multiple 
sites to require use of crutches. However, tak- 
ing adequacy of “‘push-off” with the forefoot 
as the chief criterion, results are as follows: 

Number of patients 


Good to excellent 13 
Poor to fair 9 
Not examined (in cast under 

treatment) 1 


The matter of gait leads to the question of 
how much motion remains in the ankle joint 
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after astragalectomy. This was investigated by 
making measurements with a protractor on 
lateral roentgenograms of the feet, one view 
showing the foot in full dorsiflexion and the 
other in full plantarflexion, both motions 
passive. Tibiocalcaneal motion and motion of 
the foot as a whole were determined sep- 
arately: 


Tibiocalcaneal Whole Foot 
Maximum 29 degrees 38 degrees 
Minimum 0 5 
Average* 9.9 21.5 


*In the 20 cases where roentgenograms were 
adequate for measurement. 
Each patient was closely questioned regard- 
ing any pain which might be troublesome in 
the foot. These were the findings: 


Degree of pain Number of patients 


Frequent and highly disabling 0 
Frequent and partly disabling 2 
Occasional and/or mild, non-disabling 7 
None 13 
Total 22° 


*An additional patient had had recent surgery and 
was still in a cast. 

The 2 patients who had a troublesome 
amount of pain both complained of marked 
aching in the foot, mostly through the tarsus, 
brought on by any period of standing or walk- 
ing for several hours. Both had been unable 
to hold jobs requiring this activity. 

A tabulation was made of the number of 
patients who complained of any degree of 
pain, grouping them according to the length 
of the postoperative follow-up of each. This 
shows an increasing incidence of pain in the 
older cases, as can be seen in the table below: 


Number of Patients 


with Pain 
Years Partially Totally Total Without 
Postoperative Annoying Disabling Disabling With Pain Pain 
7-10 2 0 0 2 6 
11-15 4 0 0 4 5 
16-20 1 2 0 3 2 


(One patient still in cast not included in tabulation) 


Discussion 


The paralytic patients who have comprised 
23 of the 24 in this series of cases are individ- 
uals who have had extensive loss of muscle 
power in the lower leg and foot, some of them 
with severe loss in other areas. In such cases 
there is no hope of restoring normal function, 
but only the hope of salvaging as much as 
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possible. Among the patients in this series it 
has been necessary to supplement the original 
astragalectomies by revisions in 4 cases, and 
by other procedures including rotational 
osteotomies, and tendon operations in several 
instances. As a net result of the surgery there 
has been eminent success in restoring lateral 
stability to all the feet, and in relieving 19 
out of 23 patients of the need for a brace. 

Ultimate restoration of a relatively physio- 
logic and desirable foot from the cosmetic 
standpoint has been achieved a little less 
well, 10 feet being found to have a moderate 
amount of residual or recurring deformity 
(though none had enough to require surgical 
intervention), while 12 show only mild de- 
formity or none at all. The most frequent 
component of deformity is a shortening of 
one or more of the lateral 3 rays of the foot. 
This is a cosmetic blemish, but fortunately 
not any source of disability. We believe that 
it must be a result of a disturbance of the 
arteries and/or nerves to this portion of the 
foot at the site of the incision for astraga- 
lectomy. 


The surgical program in the 23 paralytic 
patients has also included 11 operations for 
equalization of leg length, yet these opera- 
tions were done either not often enough or 
not soon enough, with the result that 21 pa- 
tients still show some inequality of leg length. 
Causes for this have included loss of patients 
from follow-up, refusal of parents to accept 
the necessary operation, lack of unanimity of 
opinion regarding the optimal leg-length re- 
lationship after astragalectomy, and lack of 
alertness of the clinic staff in identifying in- 
equality early. Compensatory lifts under the 
heel or entire shoe are a poor substitute for a 
physiologic degree of equalization of long- 
bone length. Too many patients who are 
given such lifts eventually stop using them, 
and backache from resulting lumbar curva- 
ture is likely to develop. Some shortening to 
make easier the “swing through” of an ex- 
tensively weakened leg, however, is entirely 
reasonable, when needed. 

The question of how much shortening of 
the extremity was produced by astragalectomy 
cannot be determined accurately in enough 
of our cases to make a significant tabulation 
because the hospital records do not contain 
enough of the needed information. We find 
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that 10 of the patients had known shortening 
before the astragalectomy was done; there is 
no record in 8 others. There is no question 
that astragalectomy does at least contribute 
to shortening in most instances. In a group of 
normal feet (19 men and 10 women) measure- 
ment on lateral roentgenograms of the feet 
show that the distance from the distal weight 
bearing articular surface of the tibia to the 
superior surface of the anterior end of the 
calcaneus averages one and a half inches. This 
suggests that removal of the astragalus may 
shorten the extremity by that much. One must 
remember, however, that cavus which is fre- 
quently present in the feet selected for as- 
tragalectomy, may practically nullify this 
shortening. Furthermore, any other stabilizing 
operation will reduce leg length to a consider- 
able extent. Among the 23 patients in our 
series, 6 have had astragalectomy in one foot 
and triple arthrodesis in the other. Compari- 
son of the height of the two feet in these 
patients was tabulated as follows: 


Height after Height after 

triple arthrodesis astragalectomy Difference 
1. 2 6/16 inches 2 inches 6/16 inch 
2. 2 2/16 
$. 2 8/16 2 10/16 2/16 
4. 2 5/16 si 1 14/16 = 7/16 
5. 2 7/16 1 14/16 9/16 
6. 2 6/16 2 6/16 0 

Average 6/16==3/8 inch 
(0.75 cm.) 


(All measurements made on lateral roentgenograms of the feet 
taken with patient standing.) 


The figures show that in these 6 cases, as- 
tragalectomy has reduced the height of the 
foot (i.e., shortened the extremity) by an aver- 
age of only three-eighths inch more than has 
the triple arthrodesis. 

The only comment needed on the subject 
of the gait our patients exhibited, is to recall 
in passing that previous writers have empha- 
sized the desirability of moderate fixed 
equinus following astragalectomy in a weak- 
ened foot in order to improve “push-off.” 
This dictum is confirmed by our findings, 
since all our patients who showed a satis- 
factory to excellent “push-off” had dorsi- 
flexion limited at not less than 2 degrees of 
equinus, and all the others would go into 
slight or moderate dorsiflexion. The adequacy 
of “push-off” in each individual naturally 
og somewhat with the height of heel worn 

ig. 1). 
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Close review of the relationship of motion 
in the ankle to the quality of the patient’s gait 
showed that the range of motion was relevant 
mainly insofar as it did or did not permit 
dorsiflexion of the foot above an angle of 
equinus which would give the patient a sat- 
isfactory “push-off.” In at least one individual, 
a relatively mobile foot with weak muscular 
control seemed to contribute to a slightly 
“slap-foot” gait. 

The infrequency of troublesome pain in 
the astragalectomized feet was better than was 
expected at the beginning of the study. In the 
2 patients who had enough pain to feel 
partially disabled, there was nothing in the 
roentgenograms or examination of the feet 
which indicated the cause of the pain. One of 
these patients, however, had had a fusion of 
the knee for severe weakness in the knee with 
recurring valgus and instability poorly con- 
trolled by a brace, and this added stiffness in 
the leg appeared to throw increased strain on 
the foot. In the other case, a boy aged 20, 
there was reason to suspect that the complaint 
of pain with physical activity and manual 
labor may have been exaggerated because of 
the patient’s desire to continue his schooling 
into college. 

Yet in spite of the fact that in these 2 cases 
there seemed to be extraneous factors contrib- 
uting to the complaint of pain, one cannot 
be complacent about the matter of postastrag- 
alectomy pain in general. Our tabulation has 
shown that the longer after the operation the 
patient is re-examined the greater the proba- 
bility that he will be found to complain of 
some degree of aching or discomfort. This 
would seem to be potentially the most seri- 
ous defect in the results of astragalectomy, al- 
though we cannot be sure that it would 
necessarily become more serious in a 10 or 20 
year longer follow-up. 

At this point, it would be pertinent to re- 
peat the original question: How good an 
operation is astragalectomy? Summarizing our 
evaluation of the cases reviewed we would say 
that there are to date 11 good results, with 
reasonably good “push-off” and no disabling 
pain, 2 poor results because of pain, and 11 
which can be roughly classified as fair. Our 
opinion is that the operation is at least reason- 
ably satisfactory in the now rare, severe, neg- 
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FIG. 1 


lected congenital club foot, and more especial- 
ly in the limited categories of paralytic flail 
feet and calcaneovalgus feet. One should ask 
what else could be done in these paralytic feet 
as an alternative? The possibilities are limited 
mainly to two: (1) the continued use of a 
brace, preferably in conjunction with a triple 
arthrodesis, and (2) a panastragalar arthrode- 
sis. Since the majority of patients prefer to 
avoid the use of a brace if at all possible, one 
must compare closely the merits of the pan- 
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Case J.T.M. Feet of a 17 year old boy, 9 years postastrag- 
alectomy on the left foot. The foot is painless. The cosmetic 
result is somewhat better than average for the series. The 
functional result is somewhat below average because of the 
lack of fixed equinus and resulting lack of ‘‘push-off” in 
walking. 


arthrodesis with those of astragalectomy. In 
Oklahoma City too few panarthrodeses have 
been done in the past 25 years to enable us to 
collect a comparable series of cases, and we 
have not found in the literature a series of 
panarthrodeses with a comparable length of 
follow-up.'®-165 However, on the basis of our 
clinical impression of panarthrodesis, and giv- 
ing it a rather generous estimate, the com- 
parison of the two operations would seem (0 
be as follows: 
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Optimal age for operation 

Simplicity of surgery 

Number of stages required 
for operation 

Length of convalescence 

Resulting shortening of 
extremity 

Cosmetic result 

Need for subsequent rotation 
osteotomy of tibia 

Likelihood of need for 
revision 

Possibility of growth dis- 
turbance in long bones 

Pain in later years 

“Push-off” 


Astragalectomy 
5 to 10 years** 
Relatively simple*** 


One stage 
4 to 6 months** 


Usually 1 inch or less 
Usually fairly good 


Frequent 
Occasional 
Minimal 


None to marked 
Sometimes poor 
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Panarthrodesis* 
10 to 15 years** 
Sometimes difficult 


Sometimes two stages 
5 to 8 months** 


Usually 14 inch or less 


Usually good 
Rare 
Infrequent 
Appreciable (?) 


None to moderate 
Usually good 


*Items in this column represent our clinical impressions 


** Approximations 


***Although it is not an operation which can be done easily without experience 


On the basis of this comparison it appears 
the sum of the merits of each of the two oper- 
ations are approximately equal. A highly sig- 
nificant uncertainty surrounds the factor of 
late postoperative pain. We do not now have 
accurate knowledge of what the frequency or 
degree of pain is likely to be 30 or 40 years 
after either operation. 


Conclusions 


Astragalectomy does not deserve either 
wholesale condemnation or unqualified 
praise. In growing children between the ages 
of approximately 5 to 15 years it can be em- 
ployed in certain difficult types of cases, es- 
pecially the paralytic flail foot and paralytic 
calcaneovalgus foot, with the expectation of 
obtaining a satisfactory to excellent result in 
the majority of instances. Additional surgical 
procedures will be needed in some cases, 
however, if the best possible result is to be 
achieved and maintained. Astragalectomy can 
also be useful in the now rare, severe, neg- 
lected congenital club foot. No operation now 
available for these difficult types of cases can 
be expected to give in every patient as good 
a result as would be desired. For the paralytic 
cases, the principal alternative is panarthro- 
desis. More information regarding the late 
postoperative results of panarthrodesis is 
needed for an accurate comparison. 
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Discussion (Abstract) 


Dr. Joe W. King, Houston, Tex. I have enjoyed 
Dr. Tompkins’ paper but find myself in a somewhat 
embarrassing position in discussing it, for I, person- 
ally, have never done an astragalectomy as a recon- 
structive procedure, nor have I had the opportunity 
to review any number of relatively long follow-ups 
of this procedure. 

As Dr. Tompkins has shown us, I am sure that in 
the carefully selected case, in the proper age group 
and with proper surgical technic, this may sometimes 
be a very satisfactory procedure. 

When I found that I was to discuss this paper, I re- 
viewed the records of the Crippled Children’s Hospital 
here and found that in the past 8 years, we have done 
only 3 astragalectomies. All of these were done on chil- 
dren between the ages of 8 and 11, and all were done for 
poliomyelitis with a calcaneovalgus foot with absence 
of or minimal muscle power and complete absence of 
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the anterior tibial muscle. These 3 cases were recent- 
ly called in and reviewed. This is the evaluation of 
the results in these cases. One was good, with good 
gait, good cosmetically, stable, with no pain. The foot 
locked in dorsiflexion at 5 to 10 degrees equinus. 
There was a good “push-off.” X-ray films revealed two 
loose bodies in the “pseudo-joint’” but these were 
asymptomatic. The second had a fair gait, fairly good 
cosmetic result, and the hind foot had no motion. The 
forefoot locked in about 20 to 25 degrees equinus and 
the patient had no pain. X-ray films revealed spon- 
taneous fusion between the calcaneus and the tibia. 
The third case was considered a failure. The foot 
dorsiflexed past 90 degrees and considerable valgus 
deformity of the foot was present. This patient was a 
poor selection for the operation in my opinion be- 
cause all muscles about the knee were weak and he 
had 15 to 20 degrees valgus of the knee. This patient 
is still in a long leg brace and certainly the operation 
was of no benefit. 

Rather than an astragalectomy we have been doing 
panastragalar arthrodeses. In the past three or four 
years, it is my impression we are doing fewer panarth- 
rodeses than previously. Earlier we were doing a pan- 
astragalar as one operation in one sitting. More re- 
cently we have done an ankle fusion first, and then 
re-evaluated the patient and occasionally we have 
found that we were satisfied with the gait and posi- 
tion of the foot after the ankle fusion and the triple 
arthrodesis has not been done. If lateral instability is 
still a prominent feature, the panastragalar operation 
is completed by doing a triple arthrodesis. I believe 
the one factor that scares some of us away from astrag- 
alectomies is the care of the failures of this procedure 
with moderate or severe pain. It seems to me that 
arthrodesis of the “pseudo-joint,” or at least the cal- 
caneus to the tibia may sometimes be necessary to 
overcome pain and it appears to me that this may 
sometimes be quite a task. Occasionally failure of 
fusion occurs in panastragalar arthrodesis causing 
pain, but it is usually quite easy to obtain relief by 
refusion. 

Again I have enjoyed Dr. Tompkins’ paper and ap- 
preciate the privilege of discussing it. 

Dr. Hugh A. Thompson, Raleigh, N. C. 1 have en- 
joyed Dr. Tompkins’ paper very much, and I think he 
deserves great credit for reviewing these cases. I do 
not favor the operation at all, and for 15 years we have 
been using a pantalar fusion done in one stage with 
eminently satisfactory results. This is done like an 
astragalectomy. We take the astragalus out, peel it, 
peel the bed, replace the astragalus and put a pin 
through the tibia from side to side to support the 
weight of the cast. We found in the early days that 
if we allowed the weight of the cast to drag on the 
foot it tended to produce a nonunion in the ankle. By 
transfixing the tibia with a Steinmann pin before put- 
ting the cast on, and incorporating the pin in the cast 
further trouble of this sort has been prevented. Walter 
Hunt, who is associated with me, and I had a paper 
on this subject published in the Bone and Joint 
Journal a year or two ago. At that time we had 
about forty cases. Since then we have done probably 
twenty or so more of these operations. 

The indications for the pantalar fusion are exactly 
the same as Dr. Tompkins has presented for astragalec- 
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tomy but the difference is when you get through with 
our operation you are through; you do not have pa- 
tients coming back later with loss of position of the 
foot. I had a girl in the office the other day who 
came in for a different reason. She had a pantalar 
fusion done 15 years ago by this method. I made some 
x-ray films of the foot, and found the bones to be in 
excellent condition, and the position of the foot was 
correct because we had been able to place it well in the 
first place, and there was no deterioration of the po 
sition. She was entirely satisfied with the result. We 
have not been able to get in all of our late cases for 
follow-up study but we have tried and have a number 
going back as much as 10 years. 

We have been told that they would get a late arth- 
ritis in the forefoot but we have not had any. We 
have not had any short rays. We do not use a lateral 
incision, but use the ordinary anterior incision for 
approaching the ankle joint. This is the regular 
general purpose incision which is described in Camp- 
bell’s textbook. There is a lot of difference in the 
gait as compared with the gait following astragalec- 
tomy. All of our patients have a push-off if they have 
any muscle in the leg with which to push off, because 
their feet are fixed in slight plantar flexion. 

The best cases that Dr. Tompkins reports are those 
patients who happen to have a certain amount of fixed 
equinus, but ours have the amount of equinus that 
we give them, and it stays there. It does not change 
and so there is no retrogression of the condition later 
on. We give the girls a little more equinus than the 
boys because they all want to wear high heels. These 
remain stable and I think the operation is eminently 
satisfactory. I do not think anyone would have any 
difficulty doing it if he will take the trouble to study 
the technic a little before starting. The astragalus does 
have to be taken out whole. It has to be very care- 
fully peeled so as not to take any bone away. All the 
cartilage and ligaments are removed, and all the carti- 
lage is removed from the adjacent area. A certain 
amount of “fish-scaling” is done. If the foot is de 
formed it is correctible if necessary by taking some 
bone out of the calcaneocuboid joint and/or shorten- 
ing the astragalus, especially in extreme calcaneus 
feet. I think the operation is most successful in those 
cases. What we use it for principally includes “cal- 
caneus feet” and flail feet, and sometimes in a com- 
plete drop-foot where there is no muscle available for 
transplant. 

I do not know whether I mentioned it or not, but 
this procedure often enables the patient to dispense 
with a knee brace because the fixed plantar flexion of 
the foot will lock the knee in extension under weight 
bearing. 

Dr. Tompkins (Closing). We have written this 
paper in the role of reporters, not salesmen. We are 
entirely open to conviction on the subject of other 
operations, including panastragalar arthrodesis, which 
may give better results. We would like, however, to 
see a series of long-term results in order to convince 
ourselves more thoroughly about it. 

Regarding the correction of a poor result from 
astragalectomy, Hallock and Carmack? about eight 
years ago reported eight cases of astragalectomy which 
were painful and in which they did a tibiotarsal 
fusion without any particular difficulty according to 
them, and with an excellent result in all those cases. 
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Lower Pulmonary Aberrant Lobe: 


Report of Two Cases with a Review of the Literature 


YO SEUP SONG, M.D.,t Memphis, Tean. 


Congenital anomalies as described here have a more than academic significance. Their 
possibility must be in the minds of the radiologist and the thoracic surgeon. 


Introduction 


CONGENITAL ABNORMALITIES, particularly those 
involving abnormal branching of the respira- 
tory system, are one of the most interesting 
subjects because of the diagnostic problems 
offered and their clinical importance. Among 
the pulmonary abnormalities the most impres- 
sive type of supernumerary lungs are the 
so-called Rokitansky lobes, variously named 
lower accessory lobes or supernumerary 
lungs. Such isolated lung tissues are usually 
located in the lower thorax. They occur 
most commonly on the left side above the 
diaphragm, and are as a rule separated from 
the main tracheobronchial tree and pulmon- 
ary vascular system. 

Gruenfeld and Gray! reviewed the litera- 
ture giving an excellent description in 1941. 
Cockayne and Gladstone? made an extensive 
study concerning the pathogenesis and em- 
bryologic relationship. About 40 cases have 
been collected and summarized by Davies 
and Gunz? up until 1940. The additional 
cases were reported by Valle and White* in 
1947 and by Ganz and Potts® in 1951. 


Recently, I have had the opportunity to 
study two cases of pulmonary aberrant lobes. 
These cases, with a review of the literature, 
are the subject of this report. 


Case Reports 


Case 1. M. J., a 72 year old negro man, was ad- 
mitted to the City of Memphis Hospitals in acute 
respiratory distress, with the chief complaints of short- 
ness of breath and incontinence of urine for two 
weeks. 

He was started on digitalis and an indwelling Foley 
catheter was introduced. 

Physical examination on admission revealed tem- 
perature 102°, pulse 124, respiration 40, and blood 
pressure 100/40. An aortic systolic murmur was heard 


tFrom the Division of Pathology and Microbiology, the Uni- 
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Memphis, Tenn. 
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over the aortic area. Inspiratory and expiratory rales 
were heard over both lung fields. The liver was 
palpable one finger below the right costal margin. 
There was minimal degree of pedal edema. Rectal 
examination revealed grade 3 benign prostatic hy- 
pertrophy. 

Special studies showed a P.C.V. of 29 mm.; Hgb. of 
9 Gm.; white cell count of 14,500; N.P.N. of 29 mg. 
per 100 cc. and CO,CP was 11 mEq./L. The serum 
chloride was 95 and the serum sodium was 131 mEq./L. 
The urinalysis revealed a sp. gr. of 1.010, protein 4+, 
sugar and acetone were negative; there were numerous 
gram-positive cocci and gram-negative rods, with a 
small number of red blood cells. Roentgenologic ex- 
amination of the chest showed a patchy density in 
the left base, which was thought to be due to pul- 
monary infarction. 


During the hospital course, his blood pressure fell 
to 70/30 and the patient died eight days after ad- 
mission following the second drop in blood pressure. 


At postmortem examination, the heart was found 
to be enlarged due to marked ventricular hyper- 
trophy. The lungs were moderately congested and 
edematous. No thrombi were noted in the pulmonary 
vessels. Springing from the midportion of the posterior 
thoracic aorta there were two small vessels 2.5 cm. 
long which entered a triangular shaped mass of lung- 
like tissue which measured 5 by 4 by 3 cm. in size 
(Fig. 1). A vein extended from the hilus of the 
aberrant lobe to the thoracic portion of the azygous 
vein. A small channel coursed from the hilus of the 
aberrant lung toward the thoracic nodes. This aber- 
rant lobe was situated above the diaphragm, and 
posteriorly in the left chest cavity, and separated from 
the main tracheobronchial tree. The lymphatic drain- 
age was into the inferior mediastinal nodes. The 
vessels were quite thick but free from a thrombo- 
embolic process. No distinct bronchus was identified 
grossly. The pulmonary parenchyma was very firm. 
There was no communication between the viscera 
and the aberrant tissue. The main anatomic findings 
were those of acute bilateral pyelonephritis, marked 
hypertrophy of the prostate with akscess formation, 
sickle cell trait, and multiple splenic infarcts. A left 
inguinal hernia was found to be incarcerated. 


Microscopic study showed the aberrant lobe to be 
composed of mainly rich vascular beds with over- 
lying thin pleura. The alveolar septa were quite thick 
and the alveoli were lined with a single layer of flat- 
tened cuboidal cells containing no appreciable amount 
of air within the alveolar spaces. There was marked 
atelectasis noted throughout the tissue. The main 
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FIG. 1 


(Case 1) Posterior view of aberrant lobe and the aorta. 
Note two arteries are coming directly from the aorta. The 
vein draining into the azygous vein is indicated by V, the 
Ivmphatics by L. 


arteries which arose from the aorta had a quite 
thick media and muscularis with a relatively thin 
intima. The arteries in the lung tissue were abundant 
and showed a fairly thick media. The small arteries 
were of interest, showing marked proliferation of the 
intima resulting in partial obliteration of the lumen 
(Fig. 2). The veins were extremely dilated, were num- 
erous and were arranged in angiomatous patterns. 
The lymph vessels were not unusual. The bronchioles 
were somewhat atrophic and dilated, lined with a 
single layer of columnar cells. The basement mem- 
brane and muscularis were definitely atrophic. There 
was a moderate amount of acidophilic, homogeneous 


(Case 1) Three arteries showing marked intimal prolifera- 
tion. 


OCTOBER 1956 


mucus material present. Sections of lymph nodes were 
not unusual, showing slightly dissociated lymphoid 
tissues which were free from any distinct neoplastic 
or inflammatory process. 


Case 2. M. D., a 13 year old negro boy, was ad- 
mitted to the hospital with the chief complaint of 
pain in left upper quadrant of the abdomen after 
meals, for approximately one year. 


The pain was dull and nonradiating, and was 
located just beneath the left costal margin in the 
midclavicular line. Pain lasted five to ten minutes 
and was slightly relieved by lying down. He had had 
approximately 10 episodes in the past two to three 
weeks prior to admission. He complained of nausea 
and had vomited only once during the last episode; 
no diarrhea or constipation were mentioned. Three 
months prior to admission a tuberculosis survey film 
was taken and a second examination was requested. 


The subsequent roentgenologic study of the chest 
revealed a hiatal hernia with approximately one-half 
of the stomach in the thoracic cavity. The lung 
fields were clear. The laboratory data were within 
normal limits. 


The diaphragmatic hernia was repaired surgically. 
According to the operative record, a small atelectatic 
lobe was found in the lower portion of the left 
thoracic cavity, connecting with the esophagus by 
a stalk-like structure which was thought to be a 
dilated bronchus. There was no communication be- 
tween the aberrant lung and the main tracheobronchial 
tree. The blood was supplied directly from the ab- 
dominal aorta. Approximately half of the stomach 
with the spleen herniated into the thoracic cavity 
through the opening of the diaphragm. The venous 
drainage was described as ending in the portal system. 

The patient was discharged 19 days after admission 
with good prognosis. 

On gross examination the aberrant lobe was approx- 
imately 6 by 5 by 4 cm. in size and attached by a sin- 
gle nodule measuring 1.5 by 0.7 cm. which was a lymph 
node (Fig. 3). The artery was quite thick as was the 
vein. Beside these vessels there was a rather dilated 
bronchus which was connected with the esophagus. 
The lobe was quite firm in consistency with prominent 


FIG. 3 


(Case 2) Gross tissue. The stalk (S) connected with the 
esophagus is lined with respiratory type of epithelium. The 
vessels are markedly thickened. 
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(Case 2) The alveoli are lined with single layer of low 
cuboidal epithelium. 


bronchi and vessels. No appreciable amount of pig- 
ment was seen in the tissue. 


Sections of aberrant lobe revealed dense alveolar 
septa composed partly of bronchial epithelial cells with 
a definite transition into the low cuboidal cells. The 
alveolar septa were made up by loose, elastic fibrous 
tissue suggestive of embryonal origin (Fig. 4). The 
picture of the arteries was most interesting showing 
marked proliferation of the intima with obliteration 
of the lumens (Fig. 5). The small and medium sized 
arteries showed considerable intimal thickening and 
proliferation of endothelial cells. The bronchi were 
lined with rather tall columnar epithelial cells as usual 
and contained a small amount of mucus material 
within the lumens. The basement membrane and 
muscularis were not remarkable. Around the bronchi, 
there were many lymphocytes, with a few epithelioid 
cells. The bronchial cartilage was not unusual. The 
lymph channels were not thought to be unusual; 
around them were many thick nerve trunks. The 
alveolar spaces were partially filled with red blood cells 
except a few alveoli which contained considerable 
amount of air. Sections of the hernial sac revealed 
rather thin fibromuscular tissue without showing any 
significant changes. 


(Case 2) The arteries and arterioles are markedly thickened 
and show a pronounced degree of intimal proliferation. 
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Review of Literature 


The most outstanding description of pul- 
monary aberrant tissue is probably the one 
by Davies and Gunz who presented an excel- 
lent example of this entity, a pale lymphoid- 
like mass which was associated with a left 
diaphragmatic defect. Upon microscopic ex- 
amination it was found to consist of fairly 
regular lung tissue, but differed from an 
aerated lung in the greater thickness of the 
interlobular septa, in an excess of bronchioles 
over alveoli and in decreased vascularity. 
They summarized the common characteristic 
features of pulmonary aberrant lobes from 
the literature. These anomalous structures 
consist of masses of lung tissue in various 
stages of differentiation, occurring in the 
thorax, lower neck or upper abdomen, and are 
not connected with the normal respiratory 
tract by a bronchus. 

These authors explain the occurrence of 
the accessory lobe on an embryologic basis. 
The lowest portion of the laryngotracheal 
groove, from which the lung buds develop, 
may become separated from the main pri- 
mordium and grow down with the esophagus 
and stomach to the level where the diaphragm 
will develop. Such a splitting or elongation 
of a primordium could well be the origin of 
abnormalities. However, Cockayne and Glad- 
stone,? though accepting this theory to ac- 
count for the formation of accessory lungs in 
certain atypical situations, do not believe it 
offers an explanation for the preponderance 
of the lower accessory lung appearing on the 
left side. Nor, in their opinion, does it ac- 
count for the frequency with which such ac- 
cessory lungs are associated with defective de- 
velopment of the diaphragm on the left side. 
Finally, they offer another theory, namely, 
that lower accessory lungs are formed by ad- 
hesions taking place between the growing 
lung buds and the celomic epithelium; thus 
a portion of the adherent lung tissue eventu- 
ally becomes separated from the main part 
and takes on independent growth. The factor 
which they consider responsible for the ad- 
hesion taking place commonly on the left side 
is the normal movement of the stomach to the 
left, which also carries the lung buds to the 
left and narrows the left pleural cavity over 
that of the right, thus favoring adhesions. 


Scheidegger,® in 1936, reviewed one case of 
a grayish-red bilobed mass of lung tissue in a 
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newborn male infant, which occupied the low- 
er left pleural cavity, which in turn was filled 
with clear yellow fluid. As a result the heart 
was markedly shifted to the right. The right 
lung contained no air while the definitive 
left lung consisted of two lobes which were 
atelectatic. The anomalous mass contained 
gas and was attached to the medial portion 
of the left dome of the diaphragm by a hollow 
stalk. Beneath the diaphragm, the stalk con- 
tinued for 2 mm. to the stomach, joining it 
near the esophagus. Throughout the stalk 
was lined with gastric mucosa which connected 
the cavity of the stomach with the bronchi 
at the base of the accessory lung. Scheideg- 
ger concluded that the anomalous mass was 
a third lung that had grown out of the 
stomach. 

Ganz and Potts,5 in 1951, reported a mass 
of atelectatic lung parenchyma, compressing 
the left bronchus, and was found attached to 
the left side of the esophagus at the level of 
the bifurcation of the trachea. Morton, Os- 
borne, and Klassen’ reported a case of a 26 
year old man with bronchiectasis caused by 
a broncho-esophageal communication which 
was lined with intestinal mucosa. Ganz and 
Potts® explained this type of deformity on an 
embryologic basis since the origins of the 
esophagus and the respiratory system are 
from one structure in early fetal life. They 
postulated that a group of cells, representing 
the anlage of a lung lobe, was somehow mis- 
located in the wall of the early gut and pro- 
ceeded to evaginate and develop in a manner 
similar to that of a normal lobe but retain- 
ing its embryonic connection with the gas- 
trointestinal tract. Mohr’ has presented 5 
cases of esophageal cysts lined with the ciliated 
columnar epithelium of the respiratory tract. 
From this viewpoint the origin of tracheoe- 
sophageal fistula can be explained as an in- 
complete separation of the laryngotracheal 
groove from the gut. 


The anomaly is not incompatible with life, 
and is usually associated with defects, in par- 
ticular and frequently with an associated de- 
fect of the diaphragm, predominately on the 
left side. 


Gruenfeld and Gray! found 6 cases of ac- 
cessory lobes associated with diaphragmatic 
hernia out of a total of 30 cases. In the 32 
cases collected by Cockayne and Gladstone,” 
5 had diaphragmatic hernia. Findlay and 
Maier,’ in 1951, reviewed 19 cases of aberrant 
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lobe above the diaphragm most of which were 
seen in newborn infants. The aberrant lobes 
were between the lower lobe of the left lung 
and the diaphragm in 89 per cent. One lobe 
on the left was found posteriorly at the level 
of the ninth rib. Association with diaphrag- 
matic hernia was noted in three instances. 

According to Findlay and Maier® the ar- 
terial blood supply to the aberrant lobe came 
from the descending thoracic aorta in 14 
cases. It originated from the abdominal aorta 
on 2 occasions and once each from an inter- 
costal artery, the phrenic artery, and from the 
region of the adrenal gland. There were four 
instances of multiple arteries to aberrant 
lobes. Those arteries coming from the thoracic 
aorta usually arose at the level of the tenth 
intercostal space. One case of an accessory 
lobe on the right side was reviewed by Simp- 
son,’® in 1908, in which the nutrient artery 
arose from the lower thoracic aorta and 
coursed behind the esophagus to reach its 
destination. The venous drainage of these 
lesions emptied into the hemiazygous vein in 
48 per cent. In four cases the drainage was 
into the azygous vein; three of these were 
cases of left-sided lobes. 

Von Mayenburg!! described a single vein 
coursing to the left pulmonary artery. In 
Beneke’s!? case, which was associated with a 
diaphragmatic hernia, a vein drained ulti- 
mately into the portal system. 


The bronchi of these aberrant lobes did 
not communicate with the rest of the bronchi- 
al tree in any instances and were lined with 
columnar and sometimes ciliated epithelium. 
The anomaly reported by Humphry! showed 
tuberculous caseation, illustrating that aber- 
rant lung tissue is also susceptible to systemic 
disease. 


Summary and Comment 


Two cases of pulmonary lower accessory 
lobe are presented with one autopsy. The 
first case was that of a 72 year old man who 
had a left lower accessory lobe which was 
found above the diaphragm posteriorly. The 
radiologic finding and diagnosis of pulmon- 
ary infarction was apparently based on the 
density of the aberrant lobe which had no 
communication with the main _ tracheo- 
bronchial tree. Its two arteries come directly 
from the thoracic aorta, and the venous drain- 
age emptied into the azygous vein. The lym- 
phatic drainage was to the inferior medias- 
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tinal nodes. An incarcerated left inguinal 
hernia was present. 


The second case was that of a 13 year old 
boy who was found to have a diaphrag- 
matic defect. The aberrant lobe was found in 
the left thorax inferiorly connecting with the 
esophagus by a stalk but had no communica- 
tion with the main tracheobronchial tree. The 
stalk was lined with the respiratory type of 
epithelium. The artery arose from thoracic 
aorta and the vein emptied into the portal 
system. 


Both cases were composed of rich vascular 
beds showing marked intimal proliferation of 
the small and medium sized arteries some of 
which were actually obliterated by the inti- 
mal thickening. Neither tuberculous lesions 
nor necrosis were noted in either case. How- 
ever, in the second case there was marked 
lymphocytic infiltration around the bronchial 
wall without necrosis. 
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A brief review of the literature on pulmon- 
ary accessory lobe is included. 
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Metatarsal Neuroma: The Etiology 


and Treatment 


VIRGIL R. MAY, JR., M.D., Richmond, Va. 


Severe pain in one foot, caused particularly by walking, should raise the 
question of a metatarsal neuroma in the differential diagnosis. 


ONE OF THE MOST DISABLING CONDITIONS of the 
foot is that of acute, shock-like, severe pain, 
which may be “triggered” by normal walk- 
ing, with no history of previous or recent 
trauma. 

This condition was first described by 
Thomas G. Morton! in 1876. He recognized 
the entity as a “peculiar and painful affection 
of the fourth metatarsophalangeal articula- 
tion,” and reported knowledge of 15 cases in 
which all but two were women. No diseased 
tissues were observed in his operative cases. 
He obtained cures by excision of the fourth 
metatarsophalangeal joint and its surround- 
ing soft tissue. Since then this picture has be- 
come a clear-cut clinical entity. Betts, in his 
observations, pointed out that the pain is due 
to a neuritis of the fourth digital nerve with 
a neuroma being present in all cases. In his 
investigation he pointed out that Morton’s 
metatarsalgia is present in feet of healthy 
nutrition and without deformities. 


Diagnosis 

The symptoms of this syndrome are severe, 
sharp, burning, excruciating pain in the met- 
atarsal area. It can frequently be specifically 
localized to be between the third and fourth 
metatarsal heads. The pain can be tempered 
by removing the shoes, which seems to be a 
most characteristic desire of the patient. Since 
the disease is unilateral only one foot is in- 
volved. The pain begins in walking, but can 
be caused in bed by the bed clothes rubbing 
across the toes. (Paresthesias in the third and 
fourth toes are frequenty noted.)* The sensa- 
tion may radiate upward to involve the calf. 
Later, numbness may be noted to involve the 
third, fourth and fifth toes. Generally, pa- 
tients with this syndrome have been treated 
by orthopedic shoes, metatarsal bars, arch sup- 
ports and other appliances, without relief. 


The physical findings are those of a normal 


appearing foot. It has been stated that a mass 
frequently can be palpated over the web of 
the third and fourth toes. In my patients J 
have not been able to do this. In all cases, 
x-ray studies of the foot have shown no evi- 
dence of bone or joint disease.® 

In the differential diagnosis the examiner 
should consider other causes of metatarsalgia. 
Trauma should be obvious. Fatigue fractures, 
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Neuroanatomy of the foot showing the lesion made up of 
branches from the medial and lateral plantar nerves. The 
neuroma lies between the third and fourth metatarsals most 
of the time. 
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FIG. 2 


The neuroma is tapering, soft, white and encapsulated ap- 
proximately 2 cm. in length. 


Kohler’s disease and arthritis have to be con- 
sidered. Chronic foot strain, overloading the 
structures of the feet by increase in weight, 
or walking after a recent illness may be fac- 
tors in causing painful metatarsal heads, as 
well as the use of improperly fitted shoes.® 


Etiology 


Baker and Kuhn,’ in discussing the etiology 
of Morton’s toe, dissected 18 cadavers. They 
found that the fourth digital nerve is formed 
by the lateral-most branch of the medial plan- 
tar nerve and a communicating branch from 
the lateral plantar nerve. The branches lie 
below the belly of the flexor brevis muscle 
and cross this muscle obliquely before anasto- 
mosing to form its fourth digital nerve. It 
continues distally between the flexor brevis 
muscle and the plantar aponeurosis, just 
proximal to the metatarsal heads. It turns 
upward into the web space between the third 
and fourth toes, just distal to the transverse 
metatarsal ligament (Fig. 1). Betts? believes 
that due to its double origin and early di- 
Vision, as compared with other digital nerves, 
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This shows the marked fibrosis and thickening of the 
perineurium (low power). 


this nerve is thicker. In walking, dorsiflexion 
of the toes stretch it around the transverse 
ligament. Once the nerve is swollen a vicious 
circle is set up and a fibrous neuroma de- 
velops. It is believed by the author that pres- 
sure between the metatarsal heads themselves 
does not produce the lesion. It has also been 
postulated that local vascular degeneration 
may be a cause.® 


The pathologic examination reveals the 
neuroma to be fusiform, swollen, white and 
soft, tapping into the adjacent nerve segments. 
The length varies from 1 to 2 cm. and it is 
approximately 0.75 cm. in thickness. The 
lesion is incapsulated (Fig. 2). 

Microscopically, similar changes have been 
noted in all cases. There is marked thickening 
of the connective tissue elements of the nerve. 


Hyalinization and fibrosis extend centrally between the 
nerve fibers and bundles (medium power). 


FIG. 4 
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In practically all cases there is marked fibrosis 
and hyalinization in the perineurium. The 
fibrosis extending centrally separates the 
nerve bundles from each other, as well as the 
fibers. No particular changes are noted in the 
nerve fibers except some degeneration® (Figs. 
3 and 4). 


Treatment 


The operative technic is not difficult. The 
use of a tourniquet makes the procedure much 
easier. All of our patients have been operated 
on through a dorsal incision beginning at the 
anterior part of the toe webbing and extend- 
ing posteriorly approximately 4 cm. Care is 
taken not to cut any of the cutaneous nerves. 
The dissection is carried down between the 
metatarsal heads. Retraction is done easily by 
means of a small, self-retaining retractor 
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The dorsal incision is used. Pressure on the plantar surface 
of the foot will bring the lesion into view. 
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placed deeply in the wound between the met- 
atarsal heads. Pressure is applied on the sole 
of the foot which causes the lesion to rise u 
between the metatarsal heads (Fig. 5). The 
distal portion of the lesion is well divided 
into normal nerve segments. The neuroma 
may then be grasped and dissected posteriorly 
until normal nerve is encountered, and the 
lesion then excised. The tourniquet is re- 
leased, the wound closed, and a mild pressure 
dressing is applied. 

The resulting sensory disturbances of the 
third and fourth toes are minimal. As a rule, 
the patients are so grateful to be relieved of 
pain that they seldom complain of numbness. 
No specific postoperative care is necessary. 


Clinical Material 


Fifteen patients have been operated upon 
over the past four years by my associate, Dr. 
William M. Deyerle, and me. One patient, a 
doctor’s wife, had the lesion between the sec- 
ond and third metatarsals. She was so vivid in 
her history that she “pinpointed” the lesion, 
and the incision was made in this area. In de- 
scribing the attacks, one of the patients stated 
that it felt like a nail sticking in the foot; re- 
moval of the shoe and massage would give 
relief from the acuteness. 


As has been noted by other authors, the 
majority of cases have been in women. In our 
series three cases were in men. The youngest 
patient was 13 and the oldest 52 years of age. 
Most of the patients were in their thirties and 
early forties. 

All patients had been treated before by con- 
servative means without lasting relief. I feel 
that the patient should be given the benefit 
of conservative treatment as a trial. A number 
of patients who are not reported in this paper 
have received relief in this way. In all of the 
15 operative cases relief has been obtained. 


Two cases are presented as examples of hav- 
ing typical Morton’s neuromas. 

Case 1. Mrs. H. S. D., age 39 years, was first seen 
on January 27, 1953. She had been complaining for the 
past 6 months of pain in her right foot. This had be 
come worse until she was unable to walk at times be 
cause of the very severe pain. At times it was so severe 
that she was forced to stop walking, remove her shoe, 
and thoroughly massage the foot. This would give 
relief from the very severe pain. She had worn arch 
supports, used hot soaks and various foot balms, with- 
out relief. 
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Examination revealed the patient to have good 
longitudinal arches of both feet. There was very slight 
swelling between the fourth and third metatarsals of 
the right foot when the toes were flexed. Decided 
tenderness was elicited on this area on palpation. It was 
thought she had had adequate conservative treatment, 
and therefore she was operated upon. At operation a 
very large Morton’s neuroma was found to lie between 
the fourth and third metatarsals. This was dissected 
free and the patient made an uneventful recovery. 


Case 2. Mrs. I. E., age 40 years, who was seen on 
January 29, 1954, stated she had had trouble with her 
left metatarsal area for approximately 14 years. She 
had worn inlays for three years but was still bothered. 
At the time I saw her, the patient said the pain was 
so severe at times that it radiated up her calf. The 
pain was of a very shocking type, and would strike her 
at almost any time when she was walking. Occasion- 
ally, the severe pain would be precipitated when she 
would move her foot under the bed clothes at night. 
The pain seemed to start at the proximal end of the 
middle toe and to radiate outward. She was able to 
wear only soft shoes with flat heels. The anticipation 
of having the pain had been quite upsetting to her, 
and she was almost afraid to wear high heel shoes, or 
do anything which might cause the pain to recur. The 
location of the severe pain was somewhat questionable 
and the patient was asked to return home and report 
to me when she had severe pain so that I might ex- 
amine the foot at that time. She did this, and the 
acute tenderness and pain seemed to center between 
the second and third metatarsal heads. This was some- 
what disturbing, and because of the apparent marked 
severity of the pain, an incision was made between 
the second and third metatarsals. A large neuroma was 
removed at this point. The patient secured complete 
relief of her symptoms following the surgical pro- 
cedure. 


METATARSAL NEUROMA—May 1145 


Comment. This was an unusual case. I 
felt it probably represented an anomaly of 
the nerves in her foot to present itself be- 
tween the second and third heads of the 
metatarsals, rather than between the fourth 
and third metatarsals. I did not determine 
this at operation as I did no dissection other 
than to remove the neuroma. 


Summary 


Fifteen patients having Morton’s neuroma 
have been operated upon. The incision of 
choice is the dorsal incision. Prior to surgery, 
careful history and physical examination must 
localize the area of the lesion. The lesion is 
between the third and fourth metatarsals in 
most cases, but can occur between the second 
and third metatarsals. Relief of symptoms can 
be expected following removal of the lesion. 
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Subdural Hematoma in Infants’ 
WILLIAM R. CHAMBERS, M.D., Atlanta, Ga. 


This subject presents an aspect of preventive medicine in which the alert family physician 
or pediatrician can often avert a pathetic permanent handicap. 


I HAVE THE GREATEST RESPECT for the diag- 
nostic ability, the alertness, the wide range 
of knowledge, and even the wit of my con- 
freres in pediatrics. One of my friends I felt 
was particularly agile in the handling of a 
difficult situation. A young mother brought 
to him her infant son who had recently been 
circumcised by the obstetrician. The job was 
ragged and there were even a few nicks in 
the glans. “Isn’t this terrible,” cried the 
mother, “Isn’t this horrible?” My friend, the 
pediatrician, was on the spot. If he said “Yes,” 
he would implicate his fellow practitioner, 
and if he said “No,” he would look like a 
fool. But a sudden inspiration came to him. 
“Madam,” he said, “Shakespeare had a word 
for it, There’s a divinity that shapes our ends, 
rough-hew them how we will.’” 

It is because of this quick wit and under- 
standing of the pediatrics group that I have 
no hesitation in coming before you with some 
thoughts concerning preventive medicine. No 
group has contributed so much to the preven- 
tion of disease as has yours, the pediatric 
group. 

In the community in which I live, there 
are estimated to be 5,000 mentally retarded 
children. In addition, there are unestimated 
numbers of children suffering from convul- 
sive disorders and from “cerebral palsy.” It 
is common information among you that a 
large proportion of these are due to brain 
hemorrhage at birth. Should you multiply 
these cases in my community by the number 
of similar communities all over this country, 
the number of children so affected is tremen- 
dous indeed. 


A certain percentage of these children, 
(from my observation, a higher percentage 
than is suspected) are defective because of 
unrecognized subdural hematoma in_ in- 
fancy. It is a common lesion in the first two 
years of life, but its recognition is propor- 
tional to the degree of earnestness with which 


*Read before the Section on Pediatrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


it is sought. Both Ingraham! and French? es- 
pecially, in studying this disease and present- 
ing large series of cases, have come to the con- 
clusion that the lesion is quite frequent. The 
treatment is neurosurgical, but the suspicion 
of the diagnosis rests primarily with the pedi- 
atrician. 


Why do I say the suspicion of the diag- 
nosis? To quote from Ingraham:' “Frequently 
the picture is simply that of an infant appear- 
ing acutely or chronically ill, who may have 
an elevated or even subnormal temperature, 
and appears somewhat undernourished.” 
That is not much to go on, and the pedi- 
atrician must have a high index of suspicion 
indeed if he is to arrive at a diagnosis in 
such cases. 

But what is the alternative? According to 
Ingraham! mental retardation is an almost 
uniform result of the cerebral deficiency in- 
cident to untreated hematoma in infants. The 
hematoma acts upon the brain in three ways: 
first, by direct pressure against the cortex; 
second, by dehydration of the brain substance; 
and third, when a subdural membrane is 
found, by constricting the growth of the brain 
due to the tough, unyielding inner mem- 
brane. Such a triple attack on the rapidly 
developing organ of intelligence may finally 
result in microcephaly, according to Fincher.’ 
There may be an excess of cerebrospinal fluid, 
a “prune brain” within a normal vault. Pro- 
gressive hydrocephalus, convulsive seizures, 
paralysis, or blindness, may be the end result. 

Early diagnosis will prevent many of the 
horrible sequelae. Ingraham! in the study of 
a large series, came to the conclusion that 
those who have treatment within one month 
of the first recognizable symptoms are apt to 
have the most favorable results. Including 
even the worst cases, he was able to conclude 
a “good outcome” in almost 80 per cent of 
instances. 


Diagnosis 


The specific insignia of subdural lesions 
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in infants are anorexia, irritability, convul- 
sions, fever, and hyperactive reflexes. 

Just before I left Atlanta to attend this 
meeting, a seven months old child was ad- 
mitted to the Georgia Baptist Hospital fol- 
lowing a convulsion involving principally the 
left side. He had been “perfectly well” until 
the day of the seizure. His white blood count 
was 25,000, mostly polymorphonuclear leuko- 
cytes. With the fever he began to vomit. His 
pediatrician reported that he could find no 
adequate cause for the fever and _ the 
leukocytosis. Yet he also could find no 
signs of increased intracranial pressure. A 
subdural tap, however, showed on the right 
side more than 12 cc. of xanthochromic fluid 
with a total protein content of 200 mg. per 
100 cc. Following the removal of fluid on 
two occasions, the temperature fell to nor- 
mal, the white count dropped to 11,000, and 
the child looked well. The mother was then 
questioned more closely about possible injury 
to the child’s head. At first she denied any 
accident, but finally blurted out, “It wasn’t 
my fault he fell out of the crib on his head.” 
It was apparent then, as is often the case, 
that fear of blame may cause parents, or 
others, to withhold such information. Cer- 
tainly it is true that in the vast majority of 
cases, no history of injury to the head can 
be elicited, other than a difficult birth. 


Of all the signs of this lesion fever is the 
most common. It may be a function of that 
well-known medical adage that blood under 
pressure may cause leukocytosis and elevation 
of the temperature. Or it may be that infants 
harboring subdural hematomas are much 
more susceptible to fever from very slight in- 
fections. In Ingraham’s' series only 10 per 
cent were admitted to the hospital with a 
normal temperature. 

Another fact this case illustrates is that 
the signs may have a very acute onset. In 
Ingraham’s' series of 98 patients, 34 had 
symptoms of less than one week preceding 
admission, although many of them were dis- 
covered to have well-organized membranes 
indicating that the hematoma had existed for 
months. The effects of the clot seem to ac- 
cumulate until a critical point is reached at 
which interference with brain function be- 
comes apparent. 

Another possibly confusing finding is made 
apparent by this case; that is that intracranial 
pressure is often not prominent. The only 
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sign of pressure in this child was that when 
he was held up, the fontanelle did not assume 
the scaphoid appearance. Indeed, a bulging 
fontanelle is more frequently absent than 
present in subdural hematoma, being present 
in only one-third of the cases. An enlarged 
head is even slightly less common. The com- 
mon conception of the clinical picture of sub- 
dural hematoma, namely, that of an enlarged 
head, a bulging fontanelle, and definite neu- 
rologic deficits must be discarded. 

On the other hand, convulsions in infancy, 
unexplained fever, anorexia, irritability, vom- 
iting, and generalized, borderline spasticity 
are suspect. Fortunately, we have a simple 
diagnostic tool available everywhere, and 
which is safe in good hands. 

The subdural tap is easily done by any 
careful, experienced person. The lateral mar- 
gin of the anterior fontanelle is selected; a 
No. 18 needle, of short bevel, is advanced 
slowly. There is a definite “pop” in most 
cases as the dura is pierced. No more than 
a few drops to | or 2 cc. of fluid should be 
obtained under normal circumstances. In- 
graham! feels that anything over | cc. is to 
be considered abnormal; Stevens and Wil- 
liams* accept 2 cc., and French? 3 to 4 cc. as 
being abnormal. Certainly anything above 5 
cc. is definitely abnormal. 


To distinguish a subdural hematoma from 
a possible lacuna of subarachnoid fluid asso- 
ciated with brain atrophy, the total protein 
and the color of the fluid are determined. 
In the subdural hematoma the protein con- 
tent is high, ranging from 150 to 6,000 mg. 
per 100 cc. No more than 12 to 15 cc. of 
fluid should be removed at one time. Infants 
will go into shock if too much is aspirated. 
Since subdural hematomas are most frequently 
bilateral, both sides should be tapped, and 
equal amounts drained from each side, so that 
a shift of the brain cannot occur. 


Treatment 


Before the next step, the quantity of sub- 
dural fluid should be reduced as much as 
possible. Usually not more than five punc- 
tures at daily intervals are necessary to ac- 
complish the desired result. 

Since it is so desirable to remove the con- 
stricting membrane, if present, the next step 
is to confirm its presence by appropriately 
placed burr holes. This step is not necessary 
if the subdural effusion is very large. Once 
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the presence of such a membrane is estab- 
lished, the currently accepted treatment is to 
do a large craniotomy and remove as much 
of both the outer and inner membranes as 
possible. At operation the subdural hematoma 
is seen to be very extensive, and serious im- 
pairment of brain function is easy to under- 
stand. Only one side is operated upon at a 
time, the invasion of the second side being 
postponed for about 10 days. 


A small blood transfusion is given during 
each operation. Anesthesia consists of Pento- 
thal rectally and local infiltration, or of 
ether given by intratracheal tube. If the latter 
is chosen, a flutter valve is inserted in the 
system, near the face. 


Case 1. (This case is representative of those chil 
dren who have had an influenzal meningitis and de- 
veloped an associated subdural effusion.) 


P. P., a 7 month old colored infant, was admitted 
to the hospital because of stiff neck and vomiting. 


She had a high fever with a cough, a marked 
anemia, a white blood count of 11,700, with 41 per 
cent lymphocytes. The spinal fluid showed 650 cells, 
a protein of 209 mg. and a sugar of 12 mg. per 100 
cc. A smear of the spinal fluid showed numerous 
pleomorphic gram-negative bacilli and a culture 
yielded H. influenzae. 


The child evidently recovered from the meningitis, 
but continued to do poorly. Subdural taps revealed 
xanthochromic fluid bilaterally, with a protein con- 
tent of 2,830 mg. per 100 cc. When repeated taps 
failed to improve the infant, craniotomy was under- 
taken. The child improved very rapidly thereafter 
and, at one month postoperatively, appeared normal 
for her age in every respect except for a slight en- 
largement of the head. 


Case 2. P. D., a 4 month old infant, entered the 
hospital because of vomiting and sleepiness with ir- 
ritability. He also had a fever. He was apparently 
in good health until 4 days before admission when 
he fell, without obvious cause, to the floor striking 
his head. 


On admission the neurologic examination appeared 
to be negative except that the child rubbed his head 
as if he had a headache. There were hyperactive re- 
flexes in all four extremities. The child was vomiting 
and had a temperature of 100° F. The attending 
physician, being very thorough and conscientious, had 
taken head measurements. It was noted from the 
records that the head had been enlarging rather 
persistently over the past two months. Roentgenograms 
showed no positive evidence of fracture. The anterior 
fontanelle was tense, and a fontanelle tap revealed 
xanthromic fluid bilaterally. 


Bilateral craniotomies were done and the mem- 
branes removed. At 11 months postoperatively the 
child appeared to be normal in every way. 

Case 3. R. B. was brought into the hospital because 


of anorexia, lethargy, irritability, and diarrhea. There 
was no history of injury. The child had had measles 
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some months before, followed by a febrile period 
which had been interpreted as pneumonia. 

Physical examination revealed no neurologic ab- 
normalities, except that the head appeared large in 
the lateral diameter, being eighteen and a half inches 
in circumference. There was severe anemia, but even 
when this was corrected the symptoms did not im- 
prove. Bulging of the fontanelle was equivocal. 

Subdural tap revealed a quantity of xanthochromic 
fluid, and when this did not clear up on repeated 
taps craniotomy was undertaken. The child had an 
uneventful recovery and continued to improve until 
at 11 months postoperatively he appeared to be quite 
normal in every respect. 

Case 4. C. M., age 5 weeks, was admitted to the 
hospital because of lethargy, one bout of vomiting, 
and convulsive twitchings in the left arm which later 
extended to the left leg. The child was reported to 
have had no injury or illness of importance connected 
with birth to the present illness, except that, over a 
period of several weeks, he had begun to shake his 
head as if he had a headache, to vomit occasionally, 
and to become very irritable. 

On examination, the head appeared to be very 
slightly larger than average. No neurologic signs were 
present, but the fontanelle appeared to be more tense 
than normal. A subdural tap revealed a moderate 
amount of xanthochromic fluid in the subdural space 
bilaterally. Repeated taps were done on a daily basis. 
The fluid diminished but did not completely disap- 
pear. 

Craniotomy was done, first on the right and later 
on the left side. In each instance, a definite subdural 
membrane was discovered, and the brain was found 
to be displaced by this membrane from 1 to 2 cm. 
away from the skull. It re-expanded promptly when 
the membranes were removed. 

The child recovered rapidly and from then on de- 
veloped normally without any recurrence of symptoms. 
At 19 months postoperatively the development, ac- 
cording to the pediatrician, appeared to be comparable 
to that of any other normal child of the same age. 


Summary 


Early recognition of subdural hematoma 
in infancy will definitely reduce the number 
of mentally retarded children over the nation 
as a whole. 


We must look to our alert pediatric group 
to lead in this worthwhile project of pre- 
ventive medicine. 

There is no consistent clinical picture char- 
acteristic of this disease. Unexplained fever, 
convulsions, anorexia, irritability, and a mild 
generalized spasticity are always suspect. 

Subdural tap provides a simple, fairly safe, 
and reliable diagnostic procedure. This should 
be a routine part of the examination of any 
infant, in the first 6 months of life particu- 
larly, who simply has not been doing well, 
as shown by failure to gain weight, refusal 
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of feedings, crossness, intermittent low-grade 
fever, borderline enlargement of the head, 
and premature or difficult labor. 
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Discussion (Abstract) 


Dr. Philip B. Greenberg, Beaumont, Tex. It is of 
interest to hear Dr. Chambers’ paper on these cases 
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and phenomena. I wish to ask him if papilledema 
was present in these cases because of pressure on the 
the brain from the fluid present. If papilledema were 
present, it would be a suggestive aid in diagnosis. 


Dr. Chambers (Closing). Thank you, Dr. Green- 
berg. The presence of papilledema is very rare. It 
has been looked for always. In some series it 
has been reported as high as 10 per cent, usually 
much less. The absence of papilledema, in spite of 
the intracranial mass, is explained first on the fact 
that the skull is pliable and will expand and, second, 
that the subdural membrane dehydrates the brain, 
and as the brain becomes smaller, the subdural hema- 
toma becomes larger, so they equalize each other. 
This is also the explanation of why one does not 
always find a bulging frontal, or an enlarging head. 
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in Conservative 


Management of Renal Calculus: 


WILLIAM P. HERBST III, M.D., Washington, D. C. 


Case reports are used to illustrate the use of medical means and 
dietary control in an effort to decrease stone formation, 


especially when there is bilateral renal disease. 


THE TREATMENT OF RENAL CALCULUS DISEASE 
is very complicated. The indications for surgi- 
cal management of this disease may be fairly 
clear, but are greatly influenced by the type 
of practice, the type of physician,':? the con- 
dition of the patient and the degree of the 
patient’s cooperation. Metabolic management 
is mandatory in all cases. 


The following cases are presented as exam- 
ples of this disease over a 15 to 20 year period. 
They are intended to illustrate that although 
surgery is mandatory at times, conservative 
treatment has a place in the management of 
stones, if the patient will cooperate. 


Case Reports 


Case 1. The patient, a 46 year old white man, was 
first seen in April, 1941. He had a nine year history 
of passing stones, mainly from the right side. These 
were associated with infection as shown by fever, 
dysuria and frequency. The stones were analyzed first 
as being calcium oxalate and more recently as phos- 
phate. 


At the time he was first seen he was found to have 
a large stone in the right renal pelvis, as well as pyuria, 
grade three on the basis of one to four. The urine pH 
ranged from 5.0 to 5.5 to 7.0. There was two plus 
albumin. He was put on 25,000 units of vitamin A 
daily and sulfathiazole. This resulted in marked im- 
provement in the pyuria. The next month he was 
hospitalized for a right pelviolithotomy. 

Postoperatively he was kept on vitamin A and small 
doses of sulfathiazole, the latter for a period of two 
months. The urine was clear postoperatively and re- 
mained so for sometime. Despite following the regimen 
of a moderate amount of fluid, a low calcium intake 
and added vitamin A, he continued to pass stones at 
the rate of about one every six months. They came 
from either side and were a mixture of oxalate and 
phosphate. Infection was not a problem at this point. 

In 1944, he was still found to have a few small 
stones on both sides, but there was no essential change 
from his previous status. In 1947, having continued at 


*Read before the Section on Urology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


his usual rate of stone production, he was found to 
have a few more calcific deposits in both kidneys. 
Fairly consistently he was found to maintain a pH of 
around 7.0 and a Sulkowitch of two to three plus. 
Early in 1948 he was noted to have a constant pyuria 
of about grade one which was not controlled by the 
antibiotics then in use. He was started on stilbestrol, 
0.25 mg. daily, with six tablets of Amphojel a day. 
He did not continue this regimen too long because the 
Amphojel was constipating. 

He was hospitalized in January, 1949, for study. 
After careful evaluation it was felt that he had idio 
pathic hypercalcuria with an elevated alkaline phos- 
phatase. Following this he was put on a mixture of 
sodium and potassium citrate3 to see if this might de- 
crease the calcium excretion. There was some improve- 
ment, but he continued to pass stones at his usual 
rate. At the present time and for the last several years 
he has rather consistently had a pyuria ranging from 
grade one to three or four which does not respond well 
to any of the antibiotics. More recently he has been 
put on salicylamide, gr. x three times a day. 

Comment. This case illustrates the im- 
portance of infection among other things. He 
had been passing stones for 16 years before 
infection‘ actually became chronic and uncon- 
trollable. It was at about this time that the 
multiple stones began to slowly increase and 
continued to do so until about a year ago. 
Since then there has been no change. The 
attempts made to increase the patient’s re- 
sistance to infection, as well as reduce the 
calcium excretion were apparently inade- 
quate. The fact that citrates helped decrease 
his calcium excretion suggests that at least at 
that stage of the disease there was tubular 
disease. 

Case 2. This patient was first seen at the age of 30, 
in 1936. Six months previous to this she had had a 
left renal calculus removed. Her complaint was fre 
quency and dysuria with some right flank pain. She 
was found to have a urine loaded with red and white 
cells and remaining constantly on the alkaline side. 
There was a stone in the right renal pelvis. 


An attempt at acidification of the urine was not very 
successful and the pyuria remained. Operation was 
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suggested, but the patient declined and was observed 
for about a year with recurrent attacks of pain, fever 
and constant pyuria. She was not seen between Sep- 
tember, 1937 and 1945, but continued to suffer similar 
recurrent attacks without seeking medical advice. 

In April, 1945, she was hospitalized for acute left- 
sided pain as well as fever and dysuria. She was found 
to have bilateral staghorn calculi. Cystoscopy at that 
time revealed no obstructive lesions which could have 
been responsible for the stones. Between then and 
September, 1953, she was hospitalized twenty times for 
similar episodes of high fever, malaise, nausea, vomit- 
ing and pain in one side or the other. She usually 
remained in the hospital two to five days, receiving 
antibiotics and intravenous fluids until she felt well 
enough to leave. The patient insisted that she could 
not afford surgery and therefore laboratory work was 
also kept at a minimum. Despite her stormy course 
she maintained a fair level of hemoglobin, ranging 
from about 11 to 13.5 grams, and an NPN up to 
45 mg. per 100 cc. She was kept on multiple vitamin 
therapy, and an occasional injection of testosterone in 
an attempt to keep her resistance as high as possible. 
All of the antibiotics were tried at one time or an- 
other, but nothing would clear her urine. At one point 
she even became despondent enough to attempt 
suicide. 

In July and August of 1953, her condition became 
so bad that she agreed to operation. At this admission 
her hemoglobin had dropped to 50 per cent, she had 
a daily afternoon temperature of between 100° and 
102°, and complained of nausea and vomiting. The 
urine culture at that time revealed proteus organisms. 
She was built-up preoperatively with six transfusions 
as well as appropriate intravenous fluids and other 
supportive therapy. Very little laboratory work was 
done at the request of the patient and the fluid 
therapy was selected on the basis of clinical observa- 
tion. On September 8, 1953, the left kidney was op- 
erated on and found to be the seat of multiple 
cortical abscesses as well as of a perinephric abscess. 
As much stone as possible was removed, but the 
operative field was like a cement factory after a flood. 
If it had been possible, the kidney would have been 
removed, but there was too much inflammatory 
adhesive reaction to make this feasible or even possi- 
ble. The temperature returned to normal on the third 
postoperative day. The supportive therapy consisted 
of 1,500 cc. of blood on the day of operation as well 
as intravenous penicillin and Chloromycetin, Cortone 
intramuscularly daily for several days and testosterone. 
She left the hospital two months postoperatively. 

Since then she has continued to have a moderate 
amount of pyuria, although there have been times 
when only a few white cells were present. In May, 
1954, there was drainage of an abscess in her left 
flank. At that time her blood urea nitrogen was 
21 mg. per 100 cc. In March, 1955, the flank had to 
be opened again for drainage. Since that time we have 
kept a tube in her side and she continues to drain a 
moderate amount of urine with some pus. Her sup- 
portive treatment consists of vitamins and occasionally 
antibiotics. For one period when she felt very low 
and had a little fever, we supplemented treatment 
with injections of Depo-Testosterone. In spite of the 
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large bilateral staghorn calculi, she is doing quite well 
at the present time. The last x-ray film taken on 
October 30, 1955, revealed some decrease in the amount 
of calcium on the right. 


Despite her lack of cooperation and the poor con- 
dition into which she allowed herself to lapse, she 
is getting along better at the present time than she 
has in years and has not required hospitalization in 
the last seven months. This is felt to be due to ade- 
quate drainage, cooperation and intensified supportive 
treatment. 


Case 3. This 68 year old white man was first seen 
in October, 1935. He had an eight year history of 
recurrent left ureteral colic. There was a stone in the 
left ureter opposite the fourth lumbar vertebra with 
no evidence of function on excretory urography. This 
stone was about 1.0 by 1.5 cm. in diameter. An attempt 
at ureterolithotomy was made. Subsequent films showed 
the stone to be in one of the lower calyces. 


He was then observed at frequent intervals and a 
somewhat unsuccessful attempt was made to clear up 
urinary infections which varied from plus one to plus 
three. He had one or two episodes of pain suggesting 
pyelonephritis or colic on the left side in the subse- 
quent years. However, most of the difficulty was cen- 
tered around a mildly obstructive prostate. The last 
x-ray examination in 1950 revealed no change in the 
size of his stone, although the kidney on that side 
had not been functioning as well as the other for 
some years. There was, however, no dilatation. The 
urine specific gravity and pH showed the usual amount 
of variation suggesting no particular kidney disease. 
The calcium excretion was never high and further 
investigation along this line was never carried out. 


This patient was fairly faithful about the restriction 
of calcium intake and high fluid ingestion. His stone 
never increased in size even with his fairly constant 
but variable amount of pyuria. This is possibly due 
to two factors: (1) the pyuria was mainly from the 
bladder rather than from the kidneys, and (2) that 
he was taking some stilbestrol for his prostatic ob- 
struction. 


Case 4. This white man was first seen in 1946 at 
the age of 43 years. He gave a history of left-sided 
renal colic six vears previously and right-sided renal 
colic about two months prior to being seen. He had 
no particular symptoms at the time and had a urine 
clear of evidence of infection. There was a stone in 
the middle third of his right ureter and a large 
calculus in the left pelvis which was causing a mod- 
erate diminution of the function on that side, although 
no dilatation. 


The stone on the right was not causing any demon- 
strable obstruction, but appeared too large to pass 
and was removed in September, 1946. Analysis re- 
vealed calcium oxalate, calcium phosphate and uric 
acid. His course was followed closely and, although 
infection was not much of a problem, he excreted a 
very alkaline urine with many crystals. This cleared 
up moderately on acidification by urophosphate. He 
was kept on the usual high fluid, low calcium diet, 
stilbestrol and Amphojel being added to this for 
several months. This did seem to reduce the calcium 
excretion as shown by a reduction of the Sulkowitch 
test from three plus to one plus. Subsequent excretory 
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urograms as late as 1950 revealed no change in the 
relative function of both sides, and when last seen in 
December, 1951, there was no increase in the size of 
the stone in the left kidney nor of renal colic. 


Comment. Up to the time therapy was 
begun the patient had had several attacks of 
colic and in the four month period of obser- 
vation, between the first visit and operation, 
the stones on both sides had been seen to 
increase slightly in size. Subsequently, while 
taking vitamins A and C as well as the men- 
tioned dietary regimen, there was no increase 
in the size of the stone on the left and no 
further stone production on the right. Which 
of the many factors involved in the treatment, 
or whether it was the combination of things 
that caused the result is not known. However, 
we did feel that the patient derived definite 
benefit therefrom. 


Case 5. This patient, a white woman, was first 
seen at the age of 25, in 1941, with the chief com- 
plaint of right-sided pain. She had a long complicated 
history. Briefly she was a seven months premature 
child, always sickly and did not walk until the age 
of four years. She has bony deformity which was 
diagnosed as rickets at the age of 11 years. At about 
this time she had her first attacks of pain thought to 
have been related to the kidney. Nothing is known of 
the diagnosis or treatment of her rickets or the urinary 
situation at that time. 


She had always noticed symptoms of frequency with 
some burning, and had enuresis until the age of 13. 
At about the age of 24, pyuria was found on routine 
examination. Later she had two attacks of right-sided 
pain and came to our office. 


She was found to have marked scoliosis and was 
very short. The KUB film revealed both kidneys to 
be peppered with calcium which appeared to be 
mainly in the pyramids. She had a grade two pyuria 
at that time; the pH was 6.0, and there was no 
albumin. Some of the culture studies are absent, but 
she is believed to have had a coccus at that time. 

She had moderate improvement in the pyuria under 
sulfathiazole treatment and was not seen again for 
five years. At that time she was complaining of pain 
in the left side and there did not appear to be much 
change in the x-ray examination of her kidneys, 
although some increase in amount of calcium was 
noted. The urine continually had a pH of between 
6.0 and 7.0, and a pyuria of one to two plus. 

Consequently in 1948 she was admitted to the hos- 
pital for study. She had a moderate degree of acidosis 
at the time with a serum chloride of 128 mEq./L. CO, 
of 44 volumes per cent, and serum sodium of 132 
mEq./L. The NPN was normal. The urine never con- 
centrated beyond 1.009 then or on subsequent admis- 
sions. Treatment with citric acid citrate mixture re- 
sulted in improvement of the acidosis and kept the 
Sulkowitch at one plus rather than the two to four 
plus it had shown before. The following year therapy 
was directed at decreasing the amount of infection and 
treating the acidosis, but she passed more stones than 
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ever. Most of these were small and required no hos- 
pitalization, although one or two manipulations were 
carried out in the next several years. The amount of 
calcium revealed by x-ray study has decreased from 
1948 to 1954. 


Comment. The only demonstrable abnor. 
mality in this girl, aside from her short sta- 
ture and marked scoliosis, was a fairly con- 
stant urinary tract infection, kidneys that 
would not concentrate beyond a specific gray- 
ity of 1.009 or 1.010 and an inability to ex- 
crete acid urine. Despite inadequate control 
of the infection, calcification has not in- 
creased as shown by x-ray examination. The 
original disease on this case is somewhat ob- 
scure because of the lack of knowledge of the 
sequence of events. We feel that as a child her 
general condition was poor and that she was 
subject to either constant or repeated mild 
attacks of bilateral pyelonephritis. This for 
some reason affected the tubules more than 
the rest of the kidneys and resulted in the 
functional abnormalities which have been de- 
scribed. To compensate for the inability to 
excrete an acid urine, excess calcium was 
excreted and subsequently the stones were 
formed. We must admit, however, that she 
could have had primary tubular disease to 
begin with, resulting in excess calcium excre- 
tion, stone formation and then infection.*“ 
The important point here is that presented 
with a case which already has marked disease 
present, we apparently have been able to re. 
verse the process of calcification. She has not 
been seen for a year, so presumably has not 
had much further difficulty. 


Discussion 


The cases in question have been presented 
to demonstrate that the presence of stones 
does not necessarily portend disaster if surgery 
is not resorted to promptly. We feel that in- 
telligent management can at times slow down 
or reverse unfavorable trends so that the pa- 
tient can carry on a satisfactory existence 
with his calculus disease. Since a wide variety 
of therapeutic agents have been used in the 
“intelligent management” it might be appro 
priate to say a word about the reason for 
using some of these agents. Our treatment 1s 
directed in several channels: (1) control of 
infection; (2) vitamin A; (3) decreasing the 
concentration of the substances in question 
in the urine, and (4) increasing the solubility 
of the same substances. 
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|. The modern “miracle” drugs have con- 
tributed a great deal to the control of infec- 
tion. However, we feel that it is often advisa- 
ble to attempt to increase the patient’s re- 
sistance to infection. Since resistance is a neb- 
ulous, poorly understood entity, we feel justi- 
fied to use “shot-gun” therapy. It is reasonable 
that the stress of current existence plus that 
of carrying stones could result in the patient’s 
needs exceeding his intake. Therefore, multi- 
ple vitamin preparations of therapeutic quan- 
tity are used. In addition, testosterone may 
sometimes initiate an anabolic response and 
give the patient a much needed lift. Cortisone 
or hydrocortisone in small doses (5 mg. 
daily) on a partial replacement basis is some- 
times beneficial. Theoretically, of course, tes- 
tosterone is unfavorable for patients forming 
stones: because of decreased citrate excre- 
tion, but under certain circumstances the salu- 
tory effect will far outweigh these other theo- 
retical considerations. 


2. We use vitamin A, 50,000 units each 
day, because of the findings of Higgins!1* 
and some of our own observations. 


3. Decreasing the concentration in the 
urine of the substance at fault: (a) increased 
water intake is the most important simple 
thing to do; (b) dietary regulation is, or may 
be twofold. Depending on the stone’s com- 
position, the ingestion of calcium, oxalate or 
purines should be decreased (Amphojel or 
Basaljel are employed to decrease phosphate 
absorption from the gastrointestinal tract); 
(c) since a large portion of patients with stones 
have hypercalcuria,®:!* decreasing the excre- 
tion of this substance would be helpful.'* If 
the hypercalcuria is idiopathic, nothing can be 
done except to decrease the intake. However, 
we sometimes try, by giving alkali in the form 
of sodium citrate* or potassium citrate, to see 
if it might be of help. If the hypercalcuria is 
caused by renal acidosis, i.e., the need to ex- 
crete fixed base because of poor tubular func- 
tion, or excess acid excretion, the administra- 
tion of the citrate solution will probably help. 
If the etiology is hyperparathyroid function, 
operation is indicated. Incidentally, unless 
the Sulkowitch test is fairly consistently two 
to four plus, we do not feel it is worthwhile 
to have calcium, phosphate, CO, and chloride 
blood determinations. The other conditions 


giving increased calcium excretion are not 
discussed. 
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4. Calcium phosphate stones are more solu- 
ble in an acid urine than in an alkaline one. 
Sodium hydrogen phosphate may be used to 
acidify the urine without resulting in enough 
increased calcium excretion to overbalance it 
as the use of ammonium chloride will do. The 
uric acid and cystine stones remain soluble in 
alkaline urine and sodium bicarbonate may 
be enough for their control. Increasing the 
citrate ion to make possible the complex cal- 
cium citrate soluble ion reduces the available 
calcium. Stilbestrol increases citrate excre- 
tion.1'§.° Solubility is also supposedly increased 
by the colloidal activity of hyaluronidase.®.® 
Aspirin or salicylamide! also apparently de- 
crease calcium precipitation, although the 
mechanism is not known. 


Summary 


Case records have been presented to demon- 
strate that utilization of a number of thera- 
peutic agents to modify metabolism, and nu- 
tritional regimens in the management of cer- 
tain patients with problems of urinary cal- 
culus result in relatively satisfactory ability 
to carry on for many years. This is not a plea 
for nonsurgical management, but an exposi- 
tion of the fact that many measures, if insti- 
tuted, may prove helpful in the management 
of patients who have the stone formation 
problem and who for various reasons are not 
subject to operation. 
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Discussion (Abstract) 


Dr. Harold A. O’Brien, Dallas, Tex. This has been 
a well-prepared report on a group of difficult cases. 
Every urologist is confronted by the often discourag- 
ing problem of bilateral renal stone formation. Serious 
problems are presented by the lesion, and careful 
judgment is needed in management. 


Generally, conservative measures prove most suc- 
cessful in the long run. Surgical intervention may at 
times further complicate the problem; it often fails to 
eliminate the disease. Removal of a kidney should be 
avoided when at all possible because of similar disease 
in the opposite kidney. 
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We have largely theory and little fact concerning 
the etiology of bilateral renal stones. Recent studies 
demonstrating renal tubular disease as being the cause 
in some cases sound reasonable. I have been impressed 
by the frequency of intrarenal pelves in this condition, 
During the past year we have seen two patients with 
bilateral multiple renal stones due to hyperparathy- 
roidism. It is always encouraging to find the cause 
for stone formation. What we need to know is the 
cause for stones forming in what appear to be kidneys 
that are normally formed, drain properly, and are not 
infected. 

Dr. Herbst is to be praised for so clearly presenting 
these difficult cases. 
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Preventive Psychiatry: An Aggressive Approach* 


JOE YAMAMOTO, M.D., Oklahoma City, Okla. 


Prevention in the psychiatric field is receiving more and more emphasis. This can become 
effective only if medical students will be taught, and the practicing physician will learn to 
look at the person as a whole and not as containing only one or more sick organ systems. 


THE THESIS OF THIS ESSAY is that we now have 
sufficient information to contribute to mental 
health. However, as you are well aware, there 
are tremendous difficulties in isolating etio- 
logic factors in a field as complex as the study 
of disturbed function of the personality. A 
typical example is the question asked by a 
medical student, “Is it true then that given 
sufficient stress anyone can be broken?” Of 
course, the hypothesis is that everyone has his 
breaking point and therefore preventive psy- 
chiatric measures, such as the rotation of 
troops in combat, are based upon this prem- 
ise.' It is necessary to add that since everyone 
has not been exposed to such stress the prem- 
ise cannot be proved. Thus it appears that 
the basic knowledge available in mental hy- 
giene is in a phase comparable to that in the 
prevention of communicable disease at the 
time Edward Jenner initiated vaccination 
against smallpox with cowpox, after the ob- 
servation of the protective effects of cowpox 
in milkmaids. This was based upon empiric 
knowledge, and in preventive psychiatry 
there have been certain observations which 
may be of equal significance. 

We shall review the literature of the recent 
past. Wolfenstein? has compared the attitudes 
conveyed by the various issues of the bulletin 
“Infant Care” published by the U. S. Chil- 
dren’s Bureau from 1914 through 1951. The 
author comments on the differences in the 
recommendations concerning autoerotic be- 
havior, toilet training, etc., in successive bul- 
letins. This is not to criticize the bulletin, but 
to indicate that changes in attitude have oc- 
curred in less than forty years. Because our 
psychologic knowledge is in a state of flux, 
there are some who advocate the status quo. 
This would be tantamount to accepting the 


*Read before the Section on Public Health, Southern Medi- 
cal Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


status quo before the great discovery of Ed- 
ward Jenner. 

The hypothesis is that emotional disturb- 
ances are related to childhood events and ex- 
periences of the individual. Lemkau and as- 
sociates,? have written about this: “Psycho- 
logic determinism . . . means that the emo- 
tional and intellectual experiences through 
which an individual passed in the course of 
his development from the zygote to corpse 
make a difference in his mental functioning. 
There is no doubt of the truth of this concept 
in general.” In another article, Lemkau* 
writes of the implication of the hypothesis of 
psychogenesis, and suggests three categories of 
knowledge for present and future study. 
Among these are (1) development of person- 
ality, (2) epidemiology of mental health and 
mental illnesses, and (3) the study of human 
interrelationships. Concerning the study of 
human interrelationships, he describes the 
studies in industry of the productivity of 
workers, and the improvement in production 
which occurred as a result of the experiment 
itself being performed and independent of 
other variables. He then mentions how the 
behavior of children has been affected by the 
type of leadership manifest under controlled 
conditions. A third study is the comparison of 
two companies of soldiers in training, relating 
the differential sick call rates, “AWOL’s,” and 
disciplinary actions, where a mental hygiene 
program had been set up for only one of the 
two companies. The results showed that the 
company which had been exposed to such a 
program in mental health had fewer diffi- 
culties. 


Hollingshead and Redlich® have published 
the findings of their research in New Haven. 
They have discussed their statistical analyses 
of the incidence of mental illness in relation 
to social class and factors such as vertical mo- 
bility and the type of treatment received by 
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the patients. Their data indicate that the 
incidence of schizophrenia in the lowest class 
is eleven times as frequent as in the upper 
class. That this significant discrepancy in mor- 
bidity is not due to downward social mo- 
bility, according to their data, raises the ques- 
tion of the etiology of this finding. Their 
work is continuing, and is mentioned to show 
that there is still much to be learned, and that 
research is being done to answer the many 
questions which remain. 


One important study which I wish to dis- 
cuss is the report of the World Health Or- 
ganization by John Bowlby® in 1951. In this 
paper entitled “Maternal Care and Mental 
Health,” the thesis is: “The development of a 
child’s character and his mental health has 
been shown to depend essentially upon the 
relationship with the mother in early years. 
Any situation in which the child is deprived 
of this relationship (maternal deprivation) 
may have far-reaching effects in later life.” It 
is shown that the numerous studies which 
have been done since 1924 are substantially 
in agreement that maternal deprivation re- 
sults in emotional disturbances. Bowlby de- 
fines complete maternal deprivation as the 
lack of a mother or a mother substitute in the 
early years of the child’s life. “Parent-child 
relationships may be pathogenic with depri- 
vation (separation or outright rejection), or 
(a) an unconsciously rejecting attitude under- 
lying a loving one, (b) an excessive demand 
for love and reassurance on the part of a par- 
ent, and (c) a parent obtaining unconscious 
and vicarious satisfaction from the child’s be- 
havior, despite conscious condemnation of it.” 


Bowlby’s research leads to the conclusion 
that although it cannot be shown in 100 per 
cent of children, in general one may expect 
that there may be permanent emotional 
changes when there is, (a) “lack of any op- 
portunity for forming an attachment to a 
mother figure during the first three years of 
life, (b) deprivation for a limited period, at 
least three months and probably more than 
six, during the first three or four years, or (c) 
change from one mother-figure to another 
during the same period.” The work of Bender 
and Bowlby, done independently and in two 
countries, emphasizes the effects of maternal 
deprivation with the result of the so-called 
“affectionless and psychopathic character.” 
The recommendation is that every effort be 
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made to prevent the separation of young 
children from their mothers until they are 
mature enough to withstand whatever stresses 
are inevitable. 

In referring to Terman’s study of 792 
couples in which it was found that the 
couple’s happiness in marriage was best re- 
lated to their parents’ marital happiness, the 
happiness of the individuals in childhood, 
and the relative lack of conflict with their 
mothers, Bowlby reiterates his belief “that de. 
prived and unhappy children grow up to 
make bad parents.” If these indicators are cor- 
rect, that the children grow up to be parents 
who in turn deprive their children, it is ob- 
vious that anything which is done to contrib- 
ute toward their mental health will have pre- 
ventive effects in subsequent generations. 
This hypothesis, “that neglected children 
grow up to be neglectful parents,” can be 
tested through the implementation of every 
possible agency and resource to avert maternal 
deprivation. Follow-up studies would then 
show whether or not there is the expected 
amelioration of this vicious cycle. 

In Boston, Prugh’? and his co-workers de- 
signed an experiment in which the traditional 
form of ward management was compared with 
a program of ward management hypotheti- 
cally better from the standpoint of mental 
hygiene. It appears from their study that chil- 
dren experience less severe and less prolonged 
emotional reactions under experimental con- 
ditions during which efforts are made to mini- 
mize the degree of separation. From a public 
health standpoint it would seem that this re- 
port would have tremendous influence upon 
future plans for the prevention of depriva- 
tion, whatever the cause. In this regard it ap- 
pears that we of the medical profession should 
re-evaluate the procedures on pediatric wards, 
especially in the care of very young children. 
There is serious question that the usual hos- 
pital rules limiting the visiting of parents, 
and requiring the separation of children from 
their mothers may actually be harmful to 
them. 

The next paper which I should like to re 
fer to is by Lindemann and Dawes, and is 4 
description of their project in preventive psy- 
chiatry in Wellesley, Massachusetts. They had 
two aims, the first being from an epidemio- 
logic standpoint, an attempt to relate the dis 
tributions of emotional disturbances to the 
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various parts of the community. Their second 
aim was “to provide a mental health agency 
to assist families and other groups in times of 
emergency and help them design a program 
of action at the most suitable level.” Thus 
their study included an examination of fami- 
lies in which one member was hospitalized 
due to mental illness, of preschool children 
to learn of the effect of entering school, and 
of the behavior problems in children of nur- 
sery school age in relation to the mother’s 
role and adjustment to these problems. The 
authors indicate that this is a preliminary 
report, but the tenor of the discussion is one 
of optimism. To quote them on guidance in 
the form of explanation: “These parents 
were young and plastic enough to take advice, 
and they benefited by discussing their prob- 
lems, thus opening the way for constructive 
guidance in the project.” The experimental 
design has been such that they have examined 
the children of nursery school age and have 
these evaluations as a source of information 
with which to compare the children who are 
subsequently referred for examination be- 
cause of problems in school. Again it is the 
opinion of the authors that, “Each careful 
history, accompanied by a concomitant study 
of the child, the parents, the home and the 
school, revealed that the trouble had started 
in the preschool years but had not been recog- 
nized.” Admittedly, this is too new a project 
for definitive conclusions, but there is indica- 
tion that certain types of parents eventually 
have difficulties. Among these are the 
“chronic worriers” who are anxious, insecure, 
and are very cooperative, but who have a 
great deal of covert hostility toward their 
children. Another group were mothers who 
might be termed “pseudo-objective” in their 
ability to give a well-organized developmental 
history and their knowledge of child-rearing 
technics, but were unable to synthesize a 
mutually satisfying mother-child relationship. 
In the third group, there is a “symbiosis” 
with the mother and child mutually depend- 
ent, the mother being unable to permit the 
child the degree of independence compatible 
with age. 

The purpose of this paper has been to re- 
View a few of the significant contributions 
toward preventive psychiatry which are re- 
lated to what can be done now to contribute 
toward mental health. It is hoped that the 
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works mentioned will influence public health 
action toward the privation of maternal dep- 
rivation, cause a re-examination of pediatric 
policies in regard to the hospital care of 
young children, and lead to further research 
on personality development and in the field 
of interpersonal relationships. 


For an aggressive approach to preventive 
psychiatry, I suggest the following: (1) more 
effective mental health education through the 
co-ordinated efforts of public health depart- 
ments and established mental health organi- 
zations; (2) expansion of counseling services 
in schools, providing help during the periods 
of stress such as adolescence; (3) promotion 
and support of child and adult guidance clin- 
ics; (4) active prevention of maternal depriva- 
tion, through increased assistance to mothers 
with marital difficulties, ill health, or finan- 
cial problems, also aid to unmarried mothers, 
(supervision of adoption services would be 
in this category); (5) use of adequate foster 
homes instead of orphanages and other insti- 
tutions; (6) continuing encouragement of re- 
search and study in interpersonal relation- 
ships. For those interested in additional spe- 
cific measures, I would recommend the article 
by Mangus and Seeley.® 


In conclusion, it may be stated that the evi- 
dence shows that maternal deprivation causes 
infants to have lasting emotional disturb- 
ances. A corollary to this is that inadequacies 
of the mother-child relationship will result in 
the emotional inadequacy of the child. It is 
proposed that a study be designed to test these 
hypotheses, and more especially the latter. To 
accomplish this, one might set up two groups 
(control and experimental) and do everything 
feasible with the experimental group to pre- 
vent maternal deprivation and promote a 
healthy mother-child relationship. Follow-up 
studies through adulthood would then reveal 
whatever differences there are in the inci- 
dence of emotional disorders. This procedure 
would naturally introduce another variable 
in the mental hygiene of the mother-child re- 
lationship. And yet, it would be a very useful 
study. 
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Discussion (Abstract) 


Dr. Louis J. West, Oklahoma City, Okla. Mr. Chair- 
man, I have known Dr. Yamamoto for more than ten 
years and I think I can presume on this long-standing 
friendship enough to say that I was surprised when I 
found out that Dr. Yamamoto was going to read a 
paper entitled “Preventive Psychiatry: An Aggressive 
Approach.” I thought that if Dr. Yamamoto were 
going to read a paper on preventive psychiatry it 
would be a kindly, charitable, and erudite but gentle 
approach and indeed this, I think, has been the case. 

Dr. Yamamoto has given us a paper outlining some 

important problems in preventive mental health and 
presenting significant approaches to these problems. 
There is nothing in this paper with which I do not 
agree. 
However, as a discussant, I feel obliged to state that 
in order to be aggressive he should have gone farther 
than he did. I am sure he was exercising his well- 
known scholarly restraint throughout, and was thus 
kept from being as aggressive as the nature of this 
problem really demands. Now, it is not necessary to 
debate some of the issues raised in the early part of 
the paper. It is not necessary to discuss whether a 
psychogenic concept of mental illness is even necessary 
to bear upon the importance of the last part of Dr. 
Yamamoto’s paper. One might present genetic, bio- 
chemical, and even bacteriologic evidence of etiologic 
significance in schizophrenia. Furthermore, I feel that 
the mobility issue which was supposedly put at rest by 
Dr. Redlich and associates in the New Haven study is 
far from settled, and the eleven times greater inci- 
dence of schizophrenia in the lowest class as compared 
with the upper class had many other possibilities be- 
sides those of purely psychogenic importance in that 
study. 

But, accepting those aspects which Dr. Yamamoto 
chose to stress, and I think chose wisely in view of the 
limitations of time, I would like to state that we have 
many opportunities to apply what we already know, 
and, as far as I can see, we are failing. Now, we all 
share in the responsibilities. In public health educa- 
tion in and out of the medical school there is a fail- 
ure really to come to grips with what should be done 
in preventive mental health. In many places there is 
more time spent in discussion of the issue of whether 
the privy should be uphill or downhill from the well 
than there is on the issue of whether the parents 
should beat their children or not. And it is not only 
the doctors whose education in terms of preventive 
medicine is being neglected in this way, but I think 
the public as a whole. So I think it is fair to say that 
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in many ways public health education is inadequate in 
this field, and if we want to be aggressive in our ap- 
proach, some radical changes have to be made. 

However, compared with the public health people, 
we psychiatrists are much worse. Psychiatric education 
nowadays is often such that many of the better stu- 
dents, the trainees, the residents, are being oriented in 
such a way as to want to deal only with one person at 
a time, and to deal only with people with certain 
kinds of disorders. They may not even want to see 
people who have other kinds of disorders because they 
are not amenable to the kind of treatment the doctor 
wants to give. It is a sort of doctor-oriented approach 
to health. And if the doctor should turn out not to be 
the kind who wants to practice only one kind of psy- 
chotherapy, he may very well turn out to be a different 
type whose approach to the problem of mental health 
comes mostly out of the electric wall plug. This still 
leaves him behind the game always, taking care only 
of that fraction of the public whose illnesses finally 
become so grave that they have to see him for this 
kind of treatment. 

The only aspect of psychiatric training I know of 
which even begins to cope with the problem of pre- 
ventive mental health is through the community guid- 
ance centers and other organizations of that kind. But 
here again there are a great many serious defects. I 
feel sure that a poll would show that nine out of ten 
psychiatrists would agree that the source of difficulty 
in the average child brought into a community guid- 
ance center lies in the family, with the parents. What 
happens in the ordinary community guidance center? 
We know that it is the parents who are disturbed and 
that the child’s symptoms merely reflect this disturb- 
ance. But the child is the patient, and the parents are 
the relatives, and in psychiatry the doctor has to see 
the patient and the social worker has to see the rela- 
tives. So the people who are really sick are seen by the 
social worker whereas the psychiatrist, with all his 
training and all his knowledge, spends his time for an 
hour in the playroom with the child, which may be 
very attractive for him but may not move the solution 
of the problem ahead as fast as some other arrange- 
ment might do. 

So certainly in the field of psychiatric education, we 
have a great deal to do if we are to have a more ag- 
gressive approach to preventive psychiatry. In fact, 
there is a great deal we have to do in medical educa- 
tion as a whole. In our medical schools there is exces- 
sive departmentalization. Despite all the recent efforts 
to the contrary, the average medical student still is 
graduated with the feeling that a patient is a collec- 
tion of organ systems. I believe in the medical schools 
we often fail to teach the student enough about what 
we know. There sometimes is a condescending attitude 
toward the medical student on the part of the psychia- 
trist in medical education. It is “Well, we can’t go into 
this with the student,” or “We must warn the student 
never to delve into such and such types of problems 
with the patient; that might stir him up too much. 
We will just teach him to recognize certain signs and 
symptoms and then send the patient to the psychia- 
trist,” with whom he probably cannot get an appoint- 
ment for 18 months. 

I believe for an aggressive approach we should 
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change in our medical education to the point that 
every doctor who goes out into the community goes 
out with a strong feeling of mission in this field. We 
must labor hard in order to achieve this result, and 
it is a matter of labor in many vineyards. Certainly 
we need, in preventive psychiatry, more leadership of 
the type exercised by Dr. Kirk Mosley in the Depart- 
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ment of Preventive Medicine and Public Health at the 
University of Oklahoma Medical School, where active, 
vigorous efforts are being made to overcome old pat- 
terns of doing things, to find out new approaches, to 
apply the things we already know in an aggressive way, 
and to solve the many problems of preventive psychi- 
atry today. 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 


1020 Empire Building, Birmingham 3, Alabama 


(Please print) 


Old Address: 


New Address: 
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Rehabilitation of Patients with 
Ruptured Intervertebral Disks for 


Heavy Labor 


EXUM WALKER, M.D., Atlanta, Ga. 


The author suggests a new surgical approach for the treatment of the ruptured 
intervertebral disk to shorten the period of convalescence and to attain 
better results than by the older methods of fusion. 


THE REHABILITATION OF PATIENTS who are 
chronically disabled by a ruptured interverte- 
bral disk is a problem of growing concern, 
for it is becoming increasingly clear that the 
incidence of these lesions is high and the re- 
sultant losses to industry and to individuals 
suffering such disability are of staggering 
proportions. The past twenty years has dis- 
closed dramatic progress in the understanding 
and treatment of disabling back pain, but too 
often our technics have stopped short of ade- 
quate and permanent rehabilitation. Particu- 
larly is this true of the patient whose liveli- 
hood depends directly upon his ability to do 
heavy labor. If we are to help this individual, 
we must turn our attention more and more 
to procedures and technics which aim at real- 
istic repair of the lesion. 


Since most of you have considerable famil- 
iarity with the general problem of the rup- 
tured disk, it will not be necessary to review 
the pathology and usual physical and x-ray 
findings. Rather, I should prefer to discuss 
in some detail a few of the newer technics 
which are leading the way to rehabilitation 
of patients who have, for so long, been con- 
signed to the ranks of the completely or 
partially disabled. 


Diagnosis 


In considering the patient who is chroni- 
cally disabled by back pain, exact diagnosis 
cannot be stressed too highly. It is not enough 
merely to decide that a disorder of the spine 
exists, or even, that the disturbance is due 
to a disintegrated or protruding disk. It be- 


*Read before the _ Sonton on Industrial Medicine and Sur- 
gery, Southern Medical Association, Forty-Ninth Annual Meet- 


ing, Houston, Tex., November 14-17, 1955. 


comes necessary to determine which disk or 
disks may be involved and what may be re- 
quired to control the pain. Although we 
recognize that physical examination and 
x-ray studies of the spine are important aids 
in reaching a diagnosis, we also know that 
they often are not conclusive and further 
procedures must be employed if we are to 
establish the diagnosis and accurately localize 
the lesion. 

Myelography, a procedure which demon- 
strates the configuration of the thecal sac, has 
been a very useful diagnostic aid and has been 
accepted by many as highly accurate. While 
it will localize a protrusion of the disk which 
causes a significant indentation into the sub- 
arachnoid canal, it must be pointed out that 
the absence of an observable defect does not 
exclude the possibility of an internal dis- 
integration of the disk or of a small or later- 
ally placed protrusion. It is estimated that 
the results of myelography will be negative 
or inconclusive in 40 per cent of cases in 
which a ruptured disk exists. Thus, myelog- 
raphy is of considerable value but it too 
has definite limitations in making an exact 
diagnosis. 

Discography, a newer and perhaps more 
accurate diagnostic procedure, has been wide- 
ly utilized in the Scandinavian countries and 
its use in this country is increasing. The pro- 
cedure involves the injection of Diodrast di- 
rectly into the nuclear region of the disk 
followed by visualization by x-ray. In the 
normal disk only about 0.5 to 1 cc. of Diodrast 
can be injected and very little pain is felt by 
the patient. X-ray films will show the dye 
to be confined to the normal nuclear region. 
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In the ruptured or disintegrated disk, it is 
possible to inject from | to 6 cc. of dye, and 
usually the patient will complain of exces- 
sive pain. In fact, patients in this category 
will often volunteer their own assurance that 
the source of their pain has been localized. 
X-ray visualization will reveal the dye to have 
extended beyond the normal nuclear region 
and into the annulus fibrosus and, on occa- 
sion, there is extravasation through a rupture 
of the disk capsule into the spinal epidural 
space. There has been some criticism of the 
use of discography by those who fear damage 
to a normal disk. One must consider this 
possibility and utilize the procedure only 
when the potential gains outweigh the risk 
involved. Cloward,! who has used discography 
extensively, reports that he is unaware of any 
complications resulting from its use. My own 
experience with this procedure has corrobo- 
rated this opinion. Before condemning the 
technic without more conclusive evidence, one 
must recognize that it often will localize a 
ruptured disk when all other diagnostic 
measures have failed, thereby providing an 
opportunity for the rehabilitation of patients 
who must otherwise remain disabled. While 
it is beyond the scope of this discussion, it 
may be of interest to note that I have utilized 
discography in the cervical region and have 
been able to establish the diagnosis of rup- 
tured disk as the cause of disabling neck pain 
when all other diagnostic measures were in- 
adequate. 


It is impossible to discuss the rehabilitation 
of patients disabled by ruptured disk without 
some reference to the emotional factors which 
are involved. The threat to economic security 
which is always present when earning capacity 
is diminished may produce defensive responses 
and various emotional disturbances. We often 
see patients whose disability has been com- 
plicated by such emotional reactions. If these 
patients are to be rehabilitated an under- 
standing of the total problem must be 
reached. Furthermore, it must be pointed out 
that every effort must be made to shorten the 
period of disability, for rehabilitation is very 
difficult in a patient who has been allowed to 
remain disabled for too long a period. 

Once the diagnosis of ruptured interverte- 
bral disk has been reached and the lesion 
accurately localized, there remains the prob- 
lem of selecting the most appropriate surgi- 
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cal procedure. If corrective surgery is to be 
effective, the manner in which back and sciatic 
pain is produced must be kept in mind. It is 
the nucleus pulposus within the disk which 
normally supports the weight above. When 
this is caused to rupture the residual portion 
of the disk must then bear the load, a process 
which leads to progressive disintegration and 
instability. It is the consequent strain on tis- 
sues, beyond their comfortable tolerance, 
which results in back pain. With disintegra- 
tion the disk becomes thin, protrudes about 
the margin, and portions of it may become 
detached and extruded. If the nerve root, in 
its position between the disk and the ligamen- 
tum flavum, becomes compressed, pain will 
radiate into the root distribution. Hence, we 
note that back pain is caused by local stress 
on tissues from loss of support, whereas radiat- 
ing pain is due to nerve root compression and 
irritation. 
Treatment 


The surgical procedure which has been 
employed most frequently for the correction 
of these lesions is the simple removal of the 
ruptured disk. It has served to decompress 
the nerve roots to a large extent and usually 
relieved most of the severe radiating sciatic 
pain. It cannot be expected, however, to re- 
lieve back pain because it does not correct 
the instability. Following this operation pa- 
tients usually do fairly well, provided their 
physical activities are limited; however, we 
cannot expect them to be able to withstand 
the physical stresses of heavy labor. When 
such demands are made of them, they usually 
have a return of symptoms. If we expect the 
patient to be able to return to heavy labor 
without recurring pain, we must provide him 
with sufficient support about the ruptured 
disk to withstand the physical load imposed. 
Obviously, this can best be achieved through 
some means of spinal fusion. 

The logic of stabilization has been accepted 
for some time now and many attempts at 
fusion have been tried in the past, but with 
very uncertain results. Grafts usually have 
been placed about the dorsal spinal structures 
because of the technical ease of exposing the 
spinous processes and laminal arches. This 
has often failed to relieve the patient’s pain, 
however, because such a graft is not adequate 
for complete immobilization about the dam- 
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aged disk. A careful examination of the func- 
tional anatomy of the spine makes clear that 
support and stabilization are needed in the 
weight-bearing axis between the vertebral 
bodies and, unless support is provided at this 
level, the graft is not likely to withstand any 
considerable amount of stress. Early attempts 
to accomplish interbody fusion by replacing 
the injured disk with bone grafts failed be- 
cause of technical obstacles. Cloward,? how- 
ever, finally succeeded in developing a prac- 
tical technic and has been employing it with 
success over the past decade. He drives square 
plugs of iliac grafts which have been preserved 
by refrigeration into the disk space and re- 
ports successful return to heavy labor. I have 
utilized the principle of interbody fusion with 
increasing frequency during the past six years, 
but have modified Cloward’s technic to suit 
my own notions. My technic, briefly, is as 
follows: 

Using an oscillating bone plug cutter, 
round grafts which are three-fourths inch in 
diameter and one and a half inches in length 
are obtained from the thick portion of the 
ilium. Cancellous bone is used because it 
appears to fuse more rapidly than cortical 
bone. Using the same cutting instrument, 
holes are prepared bilaterally through the 
disk space cutting into the adjacent bodies. 
The grafts fit precisely and are in apposition 
to a generous area of well-vascularized can- 
cellous bone so that rapid fusion can be ex- 
pected. X-ray studies show evidence of fusing 
as early as four to five weeks and fusion ap- 
pears well established within three or four 
months. The grafts are usually placed secure- 
ly enough to make the use of a brace unneces- 
sary and ambulation is allowed as soon as 
comfort permits. In fact, early ambulation 
seems to aid and shorten the period of con- 
valescence. In most instances patients are able 
to return to light work in from two to three 
months and to heavy work within three to 
six months. 


I have been much encouraged by the im- 
proved results of interbody fusion over those 
following disk removal alone. The much 
higher percentage of patients who have been 
rehabilitated for heavy labor has been very 
gratifying and has seemed to justify the addi- 
tional surgery of fusion. My experience has 
led me to believe that, given a patient who is 
able to withstand the physical and emotional 
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stresses inherent in the periods of disability 
and convalescence, a successful result may be 
expected when an accurate diagnosis has been 
reached, utilizing discography when indicated. 
Surgical procedures should adequately decom- 
press the involved nerve roots and effectively 
fuse the intervertebral bodies about the rup- 
tured disk. 
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Discussion (Abstract) 


Dr. Lomax Wells, Washington, D. C. One of the 
proverbial problems we have in industry is the back. 
I am far afield from neurosurgery, but those of us in 
industrial medicine, as Dr. Walker has so clearly 
pointed out, certainly have a real interest in this prob- 
lem day by day. 

My only reason for getting up to discuss this paper 
is that several weeks ago it was my privilege to be in 
Milwaukee with Dr. David Cleveland. He is now using 
a plastic methylacrylic for intervertebral stabilization. 
He has not published his work, involving 75 cases he 
has operated upon since the summer of 1954. He re- 
ported a few cases in the Lafayette University Maga- 
zine which he said he simply wanted to get in the 
record in case somebody else was doing the same type 
of operation. 

It was an intriguing experience, and I am sure that 
I do not know all the answers. I thought it would be 
of interest though that the average hospital stay for 
his private patients was 6 days. The average hospital 
stay for his compensation cases was 13 days. He made 
a great point of activity as promptly as possible. 

We saw about a dozen postoperative cases, the short- 
est of which was 10 days,—a young fellow of 37 who 
had been out of the hospital for four days and who 
was coming back for physiotherapy and exercises. | 
was interested to see the remarkable amount of flexion 
of his back he had in that period of time. The an- 
swer certainly would seem to lie in intervertebral 
stabilization rather than the old form of fusing. I was 
delighted to have you say that the backaches were not 
relieved in most instances by a simple form of opera- 
tion. 

Dr. Arthur M. Pruce, Atlanta, Ga. I am aware of 
the fact that many patients with back complaints show 
evidence of hypertrophic spurring of lumbar vertebrae 
on x-ray examination. A good deal of this spurring is 
due to strain. Now, using your modification of this 
operation, what is the fate of such spurring following 
operation? 

Dr. James Greenwood, Jr., Houston, Tex. I want 
to congratulate Dr. Walker on his very excellent pre- 
sentation. 

I would like to bring out one factor which has not 
been mentioned and which has worried me consider- 
ably. Very little has been done about it so far. For 
illustration, we operated on a man for disk hernia- 
tions three times in four years: the first time, the 
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lumbar fifth disk; the second time, the lumbar fourth 
and a little recurrence of the fifth; the third time, the 
lumbar third disk. He is now comfortable and is 
back at work. The injury before each recurrence and 
before the original attack was relatively minor, such as, 
a simple slip or fall that any man should be able to 
take. 


Disk conditions are more than injury. They are 
congenital; they are metabolic, they are some type of 
arthrosis; I mean they are in that group of conditions. 
Much may be done in prevention, even back to the 
younger years. These disks are not properly elastic, 
they do not take strain, and yet strain and injury does 
help to break them down. Treatment once the condi- 
tion has developed may be important. Protection of 
individuals who are known to have a generalized disk 
condition, which is likely to produce over a period of 
several years one or more definite herniations, is 
necessary. We feel that after a period of eight or nine 
years the disks become so tough following healing proc- 
esses that the patient, at the end of that period, is not 
in as great a danger of herniation as before. 

In regard to discography, we have done this in a 
number of cases and have about stopped doing them. 
One good thing that came out of discography for us 
is the injection of every disk, actually doing it during 
the time of surgery. Very often a disk which looks 
fairly normal on the surface will take, as Dr. Walker 
says, from 1 to 6 or any number of cc. without any 
resistance, and if you know it is a bad disk, at least 
you will not do any harm by opening it up. I think 
opening up and taking care of those disks has helped 
us a great deal. 

We have done a few interbody fusions with the 
knowledge that a fair number of these patients are 
going to come back with disk disease at other levels. 


It is a long operation and we are still not too happy 
about it. 


Dr. Walker (Closing). Thank you, gentlemen, for 
your discussion. I quite well realize that the discussion 
which has been evoked is due to the importance of the 
problem to you, and not to my own presentation. 

With some reluctance, I admit that 12 years ago I 
began work on stabilization procedures and used all 
forms of metallic and plastic gadgets, including methy]l- 
acrylic, and with some good results. Frankly, I was a 
little surprised when I reviewed our records and found 
the good results we had obtained, because always, in 
seeing one’s failures, one is inclined to feel that one is 
not helping anyone. But I have finally come to the 
conclusion that bone is a great deal more physiologic, 
and it seems to me more permanent. I think the only 
thing that kept me from using bone in the beginning 
was the technical difficulty of obtaining bone and get- 
ting it properly retained. I am afraid I was guilty of 
looking for a short-cut where we could obtain imme- 
diate stabilization, but I doubt if this would be as 
satisfactory with artificial materials. Perhaps it would 
be. 


Dr. Allen asked me if I would comment on the 
technic of the disk injection. Of course, this has to 
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do simply with getting the needle into the nuclear 
region of the disk. For the lumbar area we place the 
needle exactly as one would do in performing a spinal 
puncture, putting a large needle down to the ligamen- 
tum flavum, then taking x-ray exposures to see which 
way the needle is pointing and to readjust it until 
it is pointing at the disk. We then place in the larger 
needle a 24-caliber small needle which is just long 
enough to reach into the disk space. One can actually 
feel it going through the disk capsule and into the 
nucleus, and one can feel as one injects whether it is 
actually in the nucleus pulposis. 

Dr. Pruce has asked about the fate of the spurs 
which we see. It has been very interesting that these 
spurs may disappear following fusion. It is just as 
slow a process as the appearance of the spurs. When 
one follows these patients for several years, one will 
see that the spurs are progressively absorbed and final- 
ly they will disappear altogether, leaving a perfectly 
uniform cortical line. I think this supports our thought 
that these spurs are actually tissue reaction to excess 
strain and trauma about the vertebral margins. 

I agree with Dr. Greenwood that there is an intrinsic 
factor in the disk itself. 1 do not think we can say 
this is the result of trauma alone. Of course, the 
physical stress is very commonly the thing which brings 
on the symptoms, the acute symptoms to which we 
attribute the disk disease, but the very fact that the 
disk disease occurs typically in the 40 year age group 
and very seldom in teen agers, for example, in itself, 
I think, points out that the disk itself is partly at 
fault. I think of it in this way,—that the disk be- 
comes ruptured when the physical stresses to which it 
is subjected are out of proportion to its ability to 
withstand the stress. I suspect that there are some 
people who are prone to disk difficulties and a person 
who has x-ray films showing multiple spurring, even 
though he has not had symptoms, is very likely to 
break down under heavy labor. 

Dr. Joe M. Bosworth has asked about reduction of 
time to return to work. We have in some instances 
been undecided. When patients have returned within 
six weeks or two months and said, “I feel fine and I 
want to go back to work,” our natural tendency is that 
he go to it. But along with it, I like to keep my feet on 
the ground, look at things realistically, and not be too 
hasty. Going through a procedure like this is a lot. 
We also realize that getting back to work is important 
from the emotional standpoint of the patient. 

Once one has attained an interbody fusion that is 
proved by the x-ray, I do not think any limitation 
should be imposed upon that individual so far as that 
disk is concerned, but I think a lot of judgment should 
come into play, because very often the disease process 
also involves other disks. I think x-ray studies of the 
cervical region will give us some added information 
on the status of a given spine, and if the patient has 
too much general diffuse spinal changes, we suggest 
that he be conservative and protect his back through 
the remainder of his life rather than trying to subject 
himself to heavy labor. 
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Medical Versus Surgical Management 
of Certain Esophageal Diseases* 


Moperator: LT. COL. EDDY D. PALMER, M.C., U.S.A., Washington, D. C. 
PANELIsts: CLAUDE C. CRAIGHEAD, M.D., New Orleans, La., 

JOHN TILDEN HOWARD, M_.D., Baltimore, Md., WILL C. SEALY, M.D., 
Durham, N. C., and HARRISON SHULL, M.D., Nashville, Tenn. 


Moderator Palmer: In the past ten or fif- 
teen years the esophagus has been coming up 
in the medical world and if anyone should 
get credit I suppose it belongs to the thoracic 
surgeons. They have found ways of resecting 
any part of the esophagus, and, what is more 
important, of re-establishing gastrointestinal 
continuity. This has left us as clinicians in a 
rather strange spot as far as esophageal dis- 
eases are concerned. As in so many areas of 
medicine, we have found that surgical tech- 
nology has far outstripped clinical under- 
standing and physiologic understanding. This 
Panel was organized to discuss some of the 
problems which have been created by our 
ignorance in clinical physiology as opposed 
to our technical ability to attack most any 
part of the esophagus and any of its diseases. 
We plan to discuss esophagitis, hiatus hernia 
and achalasia if time permits. 

Starting with esophagitis, Dr. Sealy, this 
seems to cover a lot of diseases. Js there a 
simple way of classifying them, and which 
one do you use? 

Dr. Sealy: It is difficult to classify esopha- 
gitis because there is only one type that is 
really of clinical importance and it so out- 
weighs other types that a discussion of esoph- 
agitis actually concerns this one. In general 
for the sake of completeness, I think we 
should classify esophagitis as due to infection, 
stasis being the most frequent predisposing 
cause. Sometimes adjacent infections can 
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spread to the esophagus. We occasionally see 
fistulas resulting from an infected lymph 
node that has eroded into the esophagus. 
Sometimes esophagitis may be a part of sys- 
temic infection, but as a rule the esophagitis 
is such a minor part of a severe and general- 
ized infection that it is really of no clinical 
importance. 

We see esophagitis from trauma, for var- 
ious reasons. In the South where soap is 
commonly made from lye we see esophagitis 
and corrosion from lye burns. We have trauma 
from other chemicals, particularly in people 
who try to commit suicide by swallowing 
such things as Clorox and Saniflush. Some- 
times we see it from gastric tubes that have 
been in place for a long period of time. | 
might point out that gastric tubes may not 
only cause esophagitis from pressure of the 
tube, but may cause sphincter incontinence 
with reflux esophagitis. 

We sometimes see esophagitis from instru- 
mental injuries, following dilatations of the 
esophagus. 

The most important type of esophagitis is 
that which occurs from reflux of the diges- 
tive juices into the esophagus. Perhaps a bet- 
ter term would be digestive esophagitis. | 
use the word “digestive” because any of the 
potent digestive ferments will erode the esoph- 
agus. The esophagus is a tube lined by 
squamous epithelium. It has only a very few 
mucous glands, and any digestive material 
will erode the esophagus just as an intestinal 
or gastric fistula will erode the abdominal 
wall. 
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It is important not to think about reflux 
or digestive esophagitis as part of the ulcer 
diathesis. I believe a great deal of confusion 
about this disease has resulted from this mis- 
conception. We see digestive esophagitis de- 
veloping from hiatus hernias, we see it in 
persistent vomiting, and this may occur at 
any age. There have been several instances 
of infants dying from ruptures of the esopha- 
gus that were secondary to erosion and ul- 
ceration of the esophagus. We see it very 
frequently in pregnancy. Sliding hiatus her- 
nia is the predisposing cause in over 90 per 
cent of instances of reflux esophagitis. 

Unfortunately, there is another common 
type of reflux esophagitis that is the result 
of surgical interference. Any time a surgeon 
destroys the integrity of the cardiac sphincter 
mechanism he is going to cause esophagitis. 
A digestive juice that will digest a piece of 
meat will digest the esophagus. Even if the 
entire stomach is taken out and the esophagus 
is connected to the jejunum, one will get, 
if care is not used in carrying out strict medi- 
cal measures, a digestive reflux esophagitis. 

Moderator Palmer: Dr. Shull, speaking now 
only of the common type of esophagitis men- 
tioned by Dr. Sealy, is it possible for the 
clinician to make a reasonably accurate diag- 
nosis from the history? What are the symp- 
toms of common esophagitis? 


Dr. Shull: I believe that we at least can 
have our level of suspicion highly raised by 
a set of symptoms which suggest to us that 
we are dealing with a disease in the lower 
end of the esophagus. In the main, these 
symptoms are difficulty in swallowing, pain 
beneath the sternum, heartburn, belching and 
hematemesis occasionally. Difficulty in swal- 
lowing may manifest itself largely by a sen- 
sation of scratchiness or a little slowness in 
passage of food near the lower end of the 
sternum. This may or may not be associated 
with pain in swallowing, but oftentimes is. 
The pain which is felt beneath the sternum 
may be and frequently is of a burning nature. 
It may be associated with regurgitation of 
an acid or sour-tasting material. It may ra- 
diate into the shoulders or neck or back. It 
may in some instances simulate so-called car- 
diac pain, differentiation from which may 
sometimes be difficult. 

The bleeding which one occasionally sees 
is more apt to be modest in amount than 
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major, although one may have major hemat- 
emesis. 

Belching, as such, may be a very promi- 
nent symptom and so also may be the com- 
mon complaint of heartburn. 

If any sequence of these symptoms is ac- 
centuated by things which increase intra- 
abdominal pressure, such as heavy lifting, 
or bending over to tie one’s shoes, or eat- 
ing an excessively large meal, one may have 
his suspicions further heightened that he is 
dealing with esophagitis. The assurance that 
one really has this disease, and that these 
suspicions are well-founded, must, I believe, 
be supplemented by some more definitive 
finding than the history. 

Moderator Palmer: Dr. Howard, is it fair 
to say that final diagnosis must be confirmed 
by esophagoscopy? What does the esopha- 
goscopist see when he looks at esophagitis? 

Dr. Howard: Dr. Palmer, I think it is 
desirable to look into the esophagus when 
a patient will allow one to do so. However, 
I do not always insist on endoscopy in mak- 
ing the diagnosis. It is much simpler to have 
the patient lie on his back on the fluoro- 
scopic table, to fill his stomach with a mix- 
ture of barium to an extent rather more 
than usual, to have him strain when he 
exhales and strain when he inhales, and to 
look for reflux into the gullet. One can get 
good evidence fluoroscopically that there is 
an incompetent cardia. It supports in my 
mind the diagnosis of esophagitis which has, 
as Dr. Shull said, been suggested by the 
symptoms. 

I am sometimes disappointed with the 
endoscopic findings when I look at a patient 
on two different occasions. He may have 
symptoms and I look in with the esophago- 
scope and I see a nice red esophagus, and I 
say, “Fine! This is esophagitis.” But on an- 
other occasion, I may look endoscopically at 
that same patient, perhaps after he has eaten 
more carefully, and I do not see anything 
very wrong; and yet, I am convinced by the 
course of that man’s case that he does have 
esophagitis. 

I think it is desirable to see an inflamed 
esophagus but it is not always essential. Use, 
if you can, the fluoroscope first, and if you 
get good regurgitation from the stomach 
when it is filled under pressure, that is 
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pretty good confirmatory evidence for the 
diagnosis. 

Now what does one see when he looks 
down the gullet in a patient with esopha- 
gitis? I said that sometimes I do not see 
anything pathological and yet the course of 
the patient’s case makes me know that he 
did have esophagitis. Most of the time, the 
thing I see in the first grade of esophagitis 
is simple redness and hyperemia. Then if it 
is a little worse, one may find redness with 
erosion. Then, if it is a little more than that, 
one may find redness and edema, and deeper, 
larger, ulceration. Usually, what I find is 
hyperemia with some cracks or fissures with 
hemorrhage into the mucosa. 


Moderator Palmer: Dr. Shull, are you going 
to let Dr. Howard get away with that? 

Dr. Shull: I would feel much more secure 
in my diagnosis if to historical and x-ray 
evidence one can add the abnormal appear- 
ance of the esophageal mucosa as viewed 
through the esophagoscope. 

Moderator Palmer: Dr. Howard, any re- 
buttal? 


Dr. Howard: Dr. Shull, you understood 
me to say, did you not, that I thought a 
good reflux from the stomach into the esoph- 
agus was objective evidence that esophagitis 
was a likely cause of symptoms which sug- 
gested it? Even if the cardia is below the 
diaphragm, as in simple incompetence of the 
cardia without herniation of the stomach 
into the chest, visual reflux into the gullet 
makes esophagitis likely. I think you agree 
to that. 

Dr. Shull: I just do not want to pass up 
this opportunity to emphasize the impor- 
tance that I feel esophagoscopy plays in the 
definitive diagnosis of esophagitis. 

Dr. Howard: The reason, Dr. Shull, that 
I do not make esophagoscopic examinations 
of all patients with stories of esophagitis is 
that I do not believe it is really necessary 
to do so if reflux into the gullet can be 
demonstrated roentgenologically. Esophagos- 
copy is one of the diagnostic methods which 
I do myself, but I do not subject everyone 
who comes to me for heartburn to endoscopy. 
Esophagoscopy is a procedure which carries 
with it a small risk of morbidity, if not mor- 
tality. It is valuable but not always essential 
and I feel that I must say that again. 
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Furthermore, esophagitis is not always 
demonstrable endoscopically. A year or so 
ago I was asked to look into the gullet of 
an alcoholic who had had repeated small 
hematemeses. He would not, so he said, give 
up the use of alcohol and he wanted his 
doctors to fix his digestive apparatus so he 
could drink. Now examination with the 
x-ray showed a large, very large, traction 
diverticulum of the patient’s midesophagus; 
no thoracic stomach was noted. After one 
of the patient’s bouts of bleeding I looked 
at the interior of his diverticulum with the 
esophagoscope which I could pass into the 
sac. The mucosa of the diverticulum was 
granular and, since the lower end of the 
gullet was endoscopically normal, I told the 
referring doctor that I thought the bleeding 
came from the diverticulum. Subsequently 
this patient had more bleeding and his phy- 
sician sent him to Dr. Blalock. Another 
roentgen study revealed a small thoracic 
stomach as well as the diverticulum and 
esophagitis was reported by another endo- 
scopist. With the feeling that thoracic stom- 
achs often cause bleeding while diverticula 
rarely do, Dr. Blalock fixed the herniated 
stomach surgically. The patient continued to 
complain of heartburn after the operation 
and very recently roentgen study revealed 
no herniation of the stomach and the cardia 
was competent. Endoscopy was not done a 
third time. I tell this story at length to show 
that even the esophagoscopic findings are 
variable in patients who have heartburn and 
esophagitis. 

Moderator Palmer: The last thing I want 
to do is get the internists fighting among 
themselves, because really we have this Panel 
sort of loaded on the internal medicine side. 
We really want to pick on the surgeons, if 
that be possible. So, Dr. Craighead, we have 
a rather tough question here for you. The 
surgeon, as Dr. Sealy has said, is sometimes 
called upon to treat esophagitis and some- 
times accused of creating it. What is your 
experience with postoperative esophagitis? 
What surgical procedures seem to encourage 
its development? How is your choice of 
procedures for treating various stomach and 
esophageal diseases governed by this threat 
of postoperative esophagitis? 


Dr. Craighead: It certainly is true that 
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when we start working on the cardio-esopha- 
geal junction, the sequela is oftentimes 
esophagitis. 

Our interest began with a woman in whom 
we had created a rather patulous cardio- 
esophageal juncture for achalasia. Following 
this, she developed esophagitis, and developed 
it very rapidly; we learned a lot about that 
particular patient. Since that time, we have 
found that patients who have operations on 
the cardia for achalasia are particularly prone 
to develop esophagitis. So, suffice it to say, 
with any interference with the cardio-esopha- 
geal juncture we are likely to get esopha- 
gitis. 

I agree with Dr. Sealy that the mechanical 
factor must be an important one, with our 
observation of hiatus hernia and also with 
the fact that following total gastrectomy, 
esophagitis still develops. 


There are three mechanisms by which 
esophagitis develops, regurgitation of the 
contents into the lower esophagus through 
the loss of the normal angle of the gastro- 
esophageal juncture and the loss of tone, 
and increase of the intragastric pressure. 


Most surgical procedures, particularly re- 
section, interfere with the normal angle. Also, 
particularly with vagotomy, we also create 
an obstruction distal to it, thereby increasing 
intragastric pressure. In carcinoma, in which 
only the lower segment of the esophagus is 
resected, we find that the patients are es- 
pecially prone to develop esophagitis. When 
the resections are higher, oftentimes they 
will not cause esophagitis, and probably in 
that instance we see the effect of the actual 
mechanical factor of suspension of the stom- 
ach. Another factor is pyloric obstruction. 
Sometimes we overlook pyloric obstruction 
which is on an organic basis. Those two 
factors increase intragastric pressure. 


There are various ways in surgical pro- 
cedure by which we try to avoid the cardio- 
esophageal juncture when and if we can. 
For we might be fortunate enough to find 
localized disease for resection and carry out 
anastomosis without disturbing the cardio- 
esophageal juncture. If the lesion is long, as 
in carcinoma, it is. possible to resect it and 
to substitute a plastic tube. We have tem- 
porarily given up plastic tubes in spite of 
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the promise that some modifications now be- 
ing used may offer. 

Getting on to gastric ulcer, the juxta- 
esophageal ulcer, we have not been quite 
as dogmatic as Dr. Kirsner has been about 
it. It is something that we are not sure 
about, and we operate on those juxta-esopha- 
geal ulcers. If I am relatively sure it is be- 
nign, I favor the abdominal approach. If 
it is obviously malignant, I favor the chest 
approach. In the juxta-esophageal ulcer, the 
lesion is confirmed as benign by frozen sec- 
tion, a distal subtotal gastrectomy is accom- 
plished, and the cardio-esophageal juncture 
is left intact. 

Moderator Palmer: Dr. Shull, esophagitis 
is important because of its complications. 
What are these complications and just what 
is your appraisal of their importance? 

Dr. Shull: It seems to me there are three 
principal ones. The first, benign stricture, is 
by all odds the most important one. It 
forms as a result of the changes which are 
incident to inflammation and subsequent 
healing in this disorder, going on over an 
extended period of time. 

The second complication is ulceration with 
perforation, which occurs with a certain de- 
gree of frequency but is not a very common 
occurrence. 


The third is hemorrhage which, as pointed 
out before, occasionally occurs. 


I believe that these are the three chief 
complications. 

Moderator Palmer: Do you think that 
hemorrhage from the upper gastrointestinal 
tract is frequently of esophageal origin? 

Dr. Shull: I believe it is infrequent as 
compared with other causes of gastrointestinal 
hemorrhage. In terms of percentage of pa- 
tients with esophagitis I would think mas- 
sive hemorrhage would be infrequent, but I 
would think smaller, minor hemorrhages, 
with detectable amounts of blood in the 
stool, and the vomiting of bright red blood 
in small amounts, from time to time, may 
be very frequent in a patient with esopha- 
gitis. 

Moderator Palmer: It might be fair to add 
that in a patient with esophageal varices 
esophagitis might play an important part in 
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initiating hemorrhage from the varices. Would 
it be fair to say that? 


Dr. Shull: Yes, I think I would certainly 
agree with that. I think it was Dr. Wangen- 
steen who proposed the thesis that a patient 
with esophageal varices would not bleed were 
it not for the fact that he developed ulcera- 
tion over the varices. I believe it is on that 
basis that he suggested resection of the stom- 
ach as a means of diminishing bleeding epi- 
sodes from varices. 


Moderator Palmer: It certainly seems rea- 
sonable, in view of the fact that no one 
ever heard of varices out in the mediastinum 
bursting spontaneously. There must be some- 
thing vulnerable about their unique posi- 
tion. 


Dr. Howard, specifically, how should 
esophagitis be treated, and how secure do 
you feel in the ability of medical treatment 
to prevent complications? 


Dr. Howard: I think that esophagitis should 
be treated medically in all cases, if possible. 
That treatment is, first of all, the reduction 
of weight if a thoracic stomach is present, 
or if there is an hiatal hernia present and 
if the patient is fat. Constricting garments 
should be loosened or taken off. The intra- 
abdominal pressure should be reduced. After 
weight reduction, I think that diet has a 
great deal to offer, and I am an advocate 
of a diet that is a nonirritating one, a mini- 
mal acid stimulating diet. I think antacids 
are important and I always give them. Even 
at bedtime I am likely to give some prepara- 
tion of aluminum hydroxide, perhaps in un- 
diluted form. 


Then I am sure that sleeping with the 
head of the bed up is important, and I am 
inclined to have patients with esophagitis 
sleep with the head of the bed at 40 or 
45 degrees rather than just 10 or 15 degrees 
of elevation. When I say head of the bed, 
of course, that means that the shoulders are 
up, too. 

Restriction of fluid after the evening meal 
is useful. The patient must not eat or drink 
at bedtime unless he takes a single dose of 
aluminum hydroxide. 

How effective are these measures? I think 
that they are very effective. I am not the 
one who sent that fellow to Dr. Blalock 
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for surgery. In fact, I still think that that 
man should have been taken off alcohol and 
given medical therapy. We have some pretty 
good measures for the management of most 
of these cases. I admit that occasionally when 
there are repeated hemorrhages and there 
is a thoracic stomach, it is a very good idea 
to have the stomach put below the diaphragm 
again. 

Moderator Palmer: Dr. Sealy, would you 
discuss the indications for surgical methods 
of treatment for esophagitis? 

Dr. Sealy: Dr. Palmer, may I go back, just 
one minute. I cannot resist the temptation 
to say something about esophagoscopy in 
this disease. I think it is extremely important 
that every patient in whom you suspect 
esophagitis have an esophagoscopy. I now 
have five patients who have had symptoms 
of esophagitis, and our radiologist, who is 
interested in this disease, could not demon- 
strate a hiatus hernia. We could demonstrate 
a hiatus hernia by the esophagoscope; and 
later, after repeated x-rays, confirm it. Three 
of them have been proved at operation. 


Secondly, the evanescent nature of reflux 
esophagitis has to be commented upon. It is 
possible to treat a patient with the medical 
measures which Dr. Howard outlined and 
have esophagitis quickly disappear. These 
patients can bleed from very superficial ero- 
sions of the esophagus. They do not have to 
have a penetrating ulcer. When you operate 
on them, frequently you cannot feel any ab- 
normality of the esophagus at all. So I think 
it is extremely important to evaluate these 
patients with esophagoscopy. 

The surgical treatment of esophagitis, of 
course, shades into the treatment of hiatus 
hernia and the latter subject will be dis- 
cussed later. I think with the exception of 
hiatus hernia, treatment should be conserva- 
tive because, really, there is nothing that 
further surgery can do for the surgically- 
produced disease. When we find there is 
a hiatus hernia with marked stenosis and 
stricture that we think we cannot reduce, 
we frequently will do a gastrostomy and 
retrograde dilatations. We have had six pa- 
tients within the last two and one-half years 
who have had excellent results from this 
method of treatment. We, also, occasionally 
will do prograde dilatations to relieve the 
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spasm if the esophagitis can be controlled 
with dietary measures. You can carry many 
patients along with these two methods of 
treatment. 

There is a great deal in the literature 
about the use of gastric resection for reflux 
esophagitis. I think the rationale for this 
has been based on the assumption that esopha- 
gitis is necessarily related to the ulcer dia- 
thesis. There is no reason to suspect that 
the removal of the lower two-thirds of the 
stomach is going to do anything to prevent 
reflux of digestive ferments from the stom- 
ach into the esophagus. I think that is not 
getting to the cause of the esophagitis. I think 
if the patient has pyloric obstruction, as Dr. 
Craighead has pointed out, it is then im- 
perative to relieve that obstruction. If he does 
not have a peptic ulcer of the duodenum, or 
scarring, I cannot see much rationale in 
doing a gastric resection. Certainly if you 
are going to resect anything, it would be more 
logical to resect the upper part of the stom- 
ach rather than the lower. 

Gastroenterostomy and vagotomy, I think, 
are definitely contraindicated because no 
matter how well you do your gastroenter- 
ostomy, these people have trouble with gas- 
tric stasis, and this makes the disease pro- 
gress. 

I get the impression, and others have 
pointed this out over the years, that patients 
who have a high resection of the esophagus 
with a high esophagogastric anastomosis, have 
less esophagitis than ones who have a low 
resection. Dr. Craighead also mentioned this. 
If prograde, or perhaps retrograde dilatations 
fail, medical measures fail, and the esopha- 
gitis progresses to stenosis—then perhaps one 
might consider resection of the esophagus 
and an anastomosis between the esophagus 
and the stomach. 

Moderator Palmer: This is a refreshingly 
conservative attitude to hear from a surgeon, 
enough to delight the heart of any gastro- 
enterologist, I think. 

Dr. Craighead, do you agree with all that? 

Dr. Craighead: I agree with most all of it 
with one exception. Merendino recently used 
a little bit different approach. Experimen- 
tally, he has shown that by doing a vagotomy, 
relieving pyloric obstruction with a drainage 
procedure, and by interposing a jejunal seg- 
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ment between the lower end of the esophagus 
and the stomach, he has created what is 
tantamount to a valve and the segment of 
interposed jejunum has not ulcerated. Ear- 
lier I was using the Allison procedure of 
doing a Roux-Y esophagojejunostomy, leaving 
the stomach in and closing it off. One woman 
on whom I had previously performed an Al- 
lison procedure had continuity of the stomach 
re-established as recommended by Merendino. 
At the American Surgical Association this 
year Dr. Merendino reported twelve patients 
treated with interposing a jejunal segment, 
vagotomy, plus some type of pyloric drainage 
procedure, and had excellent results from 
this procedure. This woman whom I have 
treated since that time, with the procedure, 
has improved considerably. 


Dr. Sealy: I am going to have to disagree 
with Dr. Craighead about Allison’s opera- 
tion. I did not mention that. He is, as some 
of you perhaps know, one of the pioneers 
in modern day treatment of hiatus hernias, 
and he has recommended actually by-passing 
the stomach completely. When this is done, 
the stomach ulcerates because the stimulus 
to the formation of digestive ferments still 
occurs. The stomach will ulcerate and bleed. 
One cannot by-pass a stomach. 


Dr. Merendino is one of Dr. Wangen- 
steen’s pupils and both have written exten- 
sively on this subject, but they frequently 
put beeswax and histamine in their dogs 
which they say duplicates the peptic ulcer 
which occurs in man. I think they are cloud- 
ing the issue because reflux esophagitis is 
not necessarily associated with the ulcer 
diathesis. I think they make that problem 
unnecessarily difficult. Secondly, I cannot un- 
derstand why 5, 6, or 7 cm. of the jejunum 
at this position do not form ulcers, because 
they occur when the jejunum is anastomosed 
to the stomach. Thirdly, this still does not 
prevent gastric reflux from occurring from 
stomach to jejunum to esophagus. 


Dr. Howard: I would like to ask you a 
question, Dr. Sealy. You mentioned retro- 
grade dilatation in a patient with stricture. 
I have never seen one that had to be dilated 
in a retrograde manner, have you? 

Dr. Sealy: Yes, sir, we have. Some of them 
have closed down and we have been unable 
to safely dilate them from above. We have 
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been extremely hesitant about passing down 
even mercury bougies, over a string. 

Dr. Howard: I am interested to know that, 
Dr. Sealy. 

Moderator Palmer: Dr. Shull. 


Dr. Shull: May I clarify one point in my 
mind, Dr. Sealy. Do you feel that dilatations 
over a string, or by other measures, have no 
real place in the treatment of strictures of 
this type? 

Dr. Sealy: No, sir, I believe either prograde 
or retrograde dilatations are useful in many 
instances. The retrograde should be used only 
in the severe ones. The gastrostomy also allows 
one to stop swallowing for a period of time, 
and that has been extremely important, I 
think, in controlling really acute disease. 


Moderator Palmer: Now, to move on to 
hiatus hernia, Dr. Craighead, for you, what 
classification of diaphragmatic hernias proves 
most useful for clinical thinking? 


Dr. Craighead: Akerlund’s original descrip- 
tion is as good as any. He divides them into 
the esophagogastric type, in which the stom- 
ach projects upward with tortuosity of the 
esophagus, the para-esophageal, in which the 
stomach moves up lateral to the esophagus, 
and the congenitally short esophagus. Allison 
has modified the esophagogastric, the sliding 
or direct; the para-esophageal, the rolling 
type. Most designate the hernia as a sliding 
or para-esophageal type. Sweet has made 
other modifications, including several variants, 
as the double hernia. 


I think the only thing that classification 
brings out is the importance of the sliding 
hernia. That is the one we are interested in 
primarily from the standpoint of severe 
esophagitis. 

I have not seen any congenitally short 
esophagi. They have all been sliding hiatus 
hernias. I think that is a point that we must 
emphasize. Barrett has recently gone over 
the differentiation between a congenitally 
short esophagus and the sliding hiatal her- 
nia. In the congenitally short esophagus, the 
blood vessels supplying that part of the ali- 
mentary tract above the diaphragm are sup- 
plied from the aorta and not from the left 
gastric artery of the celiac axis. The other 
thing is, in the congenitally short esophagus 
there is no sac associated with the hernia, 
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and with the direct hernia, there should be 
some sac, usually on the left, with the bare 
area of stomach on the right. 

The other type, the para-esophageal hernia, 
usually has a large sac. The sac here is on 
the right. There is some question about 
whether it is actually para-esophageal or para- 
hiatal,—in other words, whether there might 
be some strands of fiber in between. Of 
course, at the operating table, most of the 
time it is very difficult for me to make a 
very clear distinction. Most of them have 
some mixed components. In the pure para- 
esophageal type, of course, the symptoms are 
never due to esophagitis but rather to ob- 
struction of the esophagus at the cardio- 
esophageal juncture. There may be cardiac 
symptoms, possibly from pressure of the dis- 
tended stomach, strangulation or encroach- 
ment of the lumen and also possibly bleed- 
ing within the hernia. But in these patients 
clear distinction must be made, as far as the 
esophagitis goes, between that type and the 
sliding type of hiatus hernia. 

Moderator Palmer: Speaking now only of 
sliding hernia, Dr. Howard, what does the 
internist have to offer the patient who has 
symptoms but no complications? 

Dr. Howard: I think he has a great deal 
to offer with the treatment I suggested for 
esophagitis; the reduction of the overweight 
patient, so he can lessen his intra-abdominal 
pressure, the restriction of fluid at night be- 
fore he goes to bed, antacids, and sleeping 
with the head high. } 

Moderator Palmer: Dr. Shull, you have a 
different idea? 


Dr. Shull: No, I would agree with that. 


Moderator Palmer: Well, now about sur- 
gical repair in hiatus hernia. Dr. Howard, 
would you mention the indications for sur- 
gical repair? 

Dr. Howard: I do not like surgery for the 
condition. If the hernias are simple and un- 
complicated, and even when they are com- 
plicated with one or two hemorrhages, I will 
treat them myself. I do not send them to the 
surgeon very often. If a stricture develops, I 
dilate it. I am antisurgical unless absolutely 
driven to it by repeated or severe complica- 
tions. I can take care of the regurgitation all 
right, if I can get the patient to do what | 
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say. Occasionally, | confess, I have my diffi- 
culties with the patient. Perhaps that is so 
with some of you. 

Moderator Palmer: Dr. Shull, what do you 
have to say about this? 

Dr. Shull: Well, I believe I will have to 
part company a little bit with Dr. Howard 
here. I feel that whereas one may handle a 
majority of patients with direct hiatus hernia 
well with medical measures, there will be a 
certain number of these patients who in spite 
of our best efforts will come forth with symp- 
toms either with or without esophagitis that 
are troublesome to the patient. If esopha- 
gitis is present, complications may not be far 
away. If the evidence for esophagitis fails to 
disappear promptly under appropriate medi- 
cal measures I believe that surgery as prophy- 
laxis against certain of those complications, 
becomes important. I would like to institute 
surgery a little earlier than Dr. Howard has 
done. 

Dr. Howard: You see, Dr. Shull, these sur- 
geons do not cure these people as I would like 
them to do. If they had a high percentage of 
cure, a complete relief of symptoms, then I 
would be more willing to let them attack the 
patients, but they do not do anything for my 
herniated stomachs that approaches their suc- 
cess in the treatment of peptic ulcers. 

Dr. Sealy: Well, of course the timing of 
surgery depends on how miserable you want 
your patient to be and how long you want 
him to be miserable. I believe this is a neg- 
lected disease, and I believe that if you can 
be sure the patient’s symptoms are due to the 
hiatus hernia, then he should be operated 
upon. 

We perhaps operate on much less than half 
the number of patients we see. 

When a patient has bled, somehow or 
other, that always frightens me. I always 
think that if you can do something simple 
with a risk of less than one per cent, then that 
patient ought to be released of the fear of 
another hemorrhage. 

I want to add another thought to hiatus 
hernia at this point. There are two types of 
symptoms. One is definitely due to the esopha- 
gitis, and the other is due to the inability of 
the cardiac sphincter mechanism to open 
synchronously with the peristaltic wave. In the 
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patients who have episodes of aphagia that 
come on suddenly, sometimes immediate re- 
gurgitation gives relief. Occasionally, the 
cardia opens promptly and the food passes 
through, then they eat quite well for the re- 
mainder of the meal. Sometimes they are un- 
able to eat for hours. We have done esoph- 
agoscopy on some of these patients and 6 of 
25 did not have esophagitis. They had a def- 
inite hiatus hernia but no reflux esophagitis. 

I believe it is a distortion of the esophago- 
gastric juncture by the hiatus hernia that of- 
fers the pathogenesis of this particular symp- 
tom and it is not related to inflammation of 
the esophagus. 

Dr. Craighead: Some of my feeling about 
it is mirrored in Dr. Howard’s discussion. I 
recently went over our figures and at least 
60 per cent of the patients did get relief with 
repair of the hiatal hernia. About 10 per cent 
of them were made worse. 

However, one must remember that in an- 
other series I went over, of hernias not oper- 
ated upon, a little better than one-fourth had 
fairly severe esophageal changes which were 
detectable by x-ray, so that they already had 
a certain amount of pathologic process going 
on in the esophagus and certainly we would 
want to correct that. 

I do not know exactly when not to oper- 
ate on these patients when their esophagitis 
gets so severe that we have to dilate them. 
On two or three we have gone ahead and re- 
paired the hernia when they required dilata- 
tion before they were operated on. So we 
have extended, possibly, our indications for 
operation. 

Moderator Palmer: Dr. Sealy, would you 
say a word about return of hernias following 
repair? How permanent are the anatomic 
results? 


Dr. Sealy: Well, I believe that Allison re- 
ports about 90 per cent good results in his 
series where the incidence of recurrence was 
under 5 per cent. We have operated on 25 
patients over the last three years. We had 
one recurrence. This patient did not have 
reflux esophagitis, but had episodes of in- 
ability to swallow that came on suddenly. 
Whether or not the spasm associated with 
this caused the hernia to recur, I do not 
know. We had 19 patients whom we classified 
as having good results. I think to relieve 
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completely a patient’s gastrointestinal symp- 
toms is asking a lot from any operative pro- 
cedure. There are many patients who have 
no demonstrable abnormality of the gastro- 
intestinal tract and who have gastrointestinal 
symptoms. It is hard to make anyone per- 
fectly well, but 19 of them were satisfied 
with their operation. We had six patients 
without esophagitis who had these intermit- 
tent episodes with inability to swallow. Four 
of them have been completely relieved. Two 
still have occasional episodes of inability to 
swallow. 

Dr. Howard: Dr. Sealy, I would have 
passed a good-sized bougie down those patients 
and let them keep their bits of stomach up 
in their chests. I think their attacks of dys- 
phagia would have been improved. Now 
there were two, I believe it was, who had the 
operation and continued to have attacks. They 
had bouginage subsequently, I presume. 

Dr. Sealy: Dr. Howard, I agree with you 
that some of these patients can be controlled 
with dilatations. In others it is not possible. 

Dr. John Rumball, Coral Gables, Fila.: 
What influence does the patient’s age have 
over your decision to operate? 

Moderator Palmer: Dr. Sealy. 

Dr. Sealy: The oldest patient in our series 
was 83 years of age. He was bleeding con- 
tinuously. The only thing we did to this man 
was repair the hernia. We did not resect 
anything to stop the bleeding. It was inter- 
esting in that this man was a radiologist but 
did not know he had a hiatus hernia. In 
1912, he went to see Sir William Osler, and 
Dr. Osler told him that he was a confirmed 
psychoneurotic and ought to give up the 
practice of medicine. He had had symptoms 
since 1886. 


Dr. Craighead: Unless you tell the last 
story, you cannot win. The oldest one I have 
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seen was 87. We had 20 who were past 60 and 
all did nicely. 

Moderator Palmer: Dr. Rumball, would 
you like to add a word about that? 

Dr. Sealy, Dr. Craighead has already an- 
swered this next question about surgery. 
Does surgical repair, however successful, large- 
ly preclude the danger of further esophageal 
hemorrhage or new complications? 

Dr. Sealy: Dr. Palmer, I think it is impor- 
tant to realize that nothing is done to the 
sphincter mechanism in the cardia except to 
replace it in its normal position. I am certain 
that in patients who have had symptoms for 
a long time, it might not remain completely 
competent under stress, or full stomach, or 
increased abdominal pressure. I am sure that 
in some of the far advanced ones this must 
occur. I think all these patients ought to be 
warned to continue their medical routine to 
a modified degree after the operative proce- 
dure. I think that is true because there is no 
way that we can make a new sphincter. We 
can put it back and hope that it will work 
satisfactorily. 

Moderator Palmer: Thank you Dr. Sealy. 
Are there further questions from the floor? 

Dr. Gordon McHardy, New Orleans, La.: 
Have you encountered any problems in tak- 
ing biopsy specimens in cases of esophagitis? 

Dr. Sealy: I biopsy both the esophageal and 
the gastric mucosa to prove that there is in- 
flammation. I have not had any difficulty 
with it. 

Dr. Howard: I biopsy them, not routinely, 
but very often, and I never had any trouble 
from that. 


Moderator Palmer: | would like personally 
to thank the members of the Panel, and, of 
course, gentlemen, thank you all for your 
attention. 
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Drug Resistant Staphylococci: 
Part I. Their Distribution in Hospital Patients 


VERNON KNIGHT, M.D., and ARTHUR C. WHITE, M.D.,t+ 


Nashville, Tenn. 


The authors describe a detailed study of the action of penicillin and tetracyclines in causing and 
perpetuating drug resistance of staphylococci among hospital patients. They reveal the situations 
in which the effects of the drugs are most apparently displayed, and offer suggestions which 

may serve as a basis for developing methods of control of this problem. 


ANSWERS TO THE MANY IMPORTANT QUESTIONS 
FACING CLINICIANS concerning the problem of 
drug resistance of staphylococci must depend 
upon a knowledge of how antimicrobial drugs 
act to cause the occurrence of this phenome- 
non. Since drug-resistant staphylococci occur 
chiefly among hospital patients where use of 
the drugs is greatest, these areas have most 
often been selected for study. In recent years, 
we have made sufficient observations to dis- 
close a recurring pattern of effect of some 
of the antimicrobial drugs currently in use 
on the staphylococci carried by hospital pa- 
tients undergoing treatment.! 


These studies suggested that the effects of 
antimicrobial drugs on the flora of individual 
patients was dependent, in part, on the char- 
acteristics of the staphylococci available from 
the environment. For that reason, in a recent 
study the characteristics of the staphylococcal 
flora of all the patients in the hospital ward 
were examined, as well as the changes induced 
by drugs in treated patients. 


A section of that investigation which de- 
scribed observations on carrier rates of several 
categories of patients on a hospital ward dur- 
ing a prolonged period of observation has been 
published previously.2 In the report which 
follows there will be presented an analysis of 
the results of testing of the antimicrobial 


_tFrom the George Hunter Laboratory, Department of Medi- 
cine, Vanderbilt University School of Medicine, and from 
the Medical Service and Research Division, U. $. Veterans Ad- 
Ministration Hospital, Nashville, Tenn. 


Support for this study was obtained from grant E845, Na- 
tional Institutes of Health, U. S. Department of Health, 
Education, and Welfare, and from Lederle Laboratories Divi- 
sion, American Cyanamid Co., Pearl River, N. Y 


susceptibility and the phage typing of the 
staphylococci obtained in the previous study, 
for the purpose of describing more fully the 
action of certain antimicrobial drugs in caus- 
ing the occurrence of drug resistance of 
staphylococci in hospital patients. 

The coagulase-positive staphylococci re- 
ferred to in this report are those customarily 
described as pathogenic for man, and organ- 
isms indistinguishable from them are the 
cause of the majority of human staphylococcal 
infections. Phage typing of these organisms is 
a procedure which has been found useful for 
separating coagulase-positive staphylococci 
into three broad groups. It is emphasized that 
while coagulase-positive staphylococci are po- 
tentially pathogenic, in the studies which fol- 
low, these organisms were, with one exception, 
isolated from carriers who were not ill with 
staphylococcal infection. Coagulase-negative 
staphylococci are predominantly nonpig- 
mented saprophytic micrococci which are 
widely distributed in nature and are rarely 
associated with human infections. Coagulase- 
negative staphylococci differ further from 
those which are coagulase-positive in that 
they are not susceptible to lysis by staphylo- 
coccal bacteriophage. 


Methods of Study 
Phage grouping of staphylococci. 
Propagation of phage,* titration of phage, 


*The phages used in this study were obtained from Dr. 
John Blair, Hospital for Joint Diseases, New York City, 
member, the subcommittee on bacteriophage typing of staphylo- 
cocci of the International Committee on Bacteriological 
Nomenclature. 
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and phage grouping procedures were all per- 
formed according to methods described by 
Blair. The phages and their grouping as used 
in this study were as follows: 


Group I, 29, 52, 52a, 79, 44a; 

Group II, 523, 55, 39, 3b, 3c, 3a; 

Group III, 70, 42d, 73, 6, 75, 42e, 47, 54, 42b, 

7, 53, VA4, 77. 

The strength of lytic reactions varied from 
14 (20 plaques or greater) to 4+ (mirror- 
like confluent lysis). In the report which fol- 
lows values of 1+ or greater were considered 
significant in determining the phage group. 
Cultures to be tested were exposed first to 
the greatest dilution of each of the staphylo- 
coccal bacteriophages which was capable of 
causing 4+ lysis of its propagating strain of 
staphylococcus (routine test dilution). If these 
phage concentrations caused no visible lysis 
(<1+), a 1,000-fold increase in phage concen- 
trations was used. With eight phages some- 
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FIG. 1 
PHAGE REACTIONS OF 600 STAPHYLOCOCCAL STRAINS 


OCTOBER 1956 


what less than a 1,000-fold increase was used 
on occasion because titers of this strength 
were not always attained when propagating 
the phages. Cultures were designated phage 
Group I, II, or III when all lytic reactions, or 
a definite predominance of the lytic reactions, 
were by phages in one of these groups. The 
effectiveness of these criteria in achieving 
phage grouping will be considered under “Re- 
sults.” 


Antimicrobial susceptibility tests. 
Concentrations of antimicrobial drugs to 
be used in testing were incorporated into an 
agar medium containing an enzymatic digest 
of casein and soya meal.* Undiluted over- 
night broth cultures in similar medium were 
used as inocula and tests were read after 
further overnight incubation at 37°C. The 
concentration causing complete inhibition of 


*Trypticase-soy medium, Baltimore Biological Laboratories, 
or tryptic soy medium, Difco Laboratories, Detroit. 


CONCENTRATED 


GROUP I STAPHYLOCOCCI 


DILUTE PHAGE 
@ 
= GROUP IX STAPHYLOCOCCI 
a 72 STRAINS 
a 
40 
> 
20 
GROUP IIT STAPHYLOCOCCI 
440 STRAINS 
a 
a 


52 79 S2a 440/523 55 39 3b 3c 3a 
GROUP I @rouP Ir 


GROUP I 


PHAGES 


The staphylococcal strains designated as phage Group I, II, or III reacted for the most part with phages of those groups. 
Phage 44a and 42b lysed strains other than those in their own phage groups, a finding consistent with other studies. This 


procedure thus provided a relatively discrete separation of coagulase-positive staphylococci into three groups. 
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growth was taken as the minimal inhibitory 
concentration. 


Results 


The study which will be reported in part 
here consisted of a five and one-half months 
program of daily cultures of the nose and 
throat for staphylococci of all patients on an 
adult medical ward. In that study 4,830 cul- 
tures were made of the noses and throats of 
222 patients. Coagulase-positive staphylococci 
(Micrococcus pyogenes, usually var. aureus) 
were obtained on 649 occasions while 2,212 
cultures contained coagulase-negative staphylo- 
cocci (Micrococcus pyogenes, usually var. al- 
bus). 


Phage grouping of coagulase-positive 
staphylococct. 

In the study 648 of 649 cultures were tested 
with phage. Lytic patterns permitted classifi- 
cation of 600 cultures, while 34 did not re- 
act, and 14 others gave such variable patterns 
that classification was not possible. As a meas- 
ure of the completeness of separation of the 
staphylococcal cultures into the three phage 
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groups, the percentage of the 600 by desig- 
nated groups which reacted with each of the 
24 phages is described in figure 1 and table 1. 
With clear areas representing tests with 
diluted phage suspension and solid bars indi- 
cating tests with concentrated suspensions it 
may be seen that, on the whole, there is a 
much greater lysis of staphylococci with 
phages in the group to which the strains were 
assigned by the criteria set forth earlier. 
Among Group I strains, except for cross re- 
actions with phage 42b, previously known to 
have lytic properties against both Group I 
and Group III strains, there are virtually no 
conflicting reactions. Group II strains are 
unusually discretely reactive, with the only 
extra-group reaction consisting of a high 
proportion of strains reacting with phage 
44a. Among Group III strains there are also 
few extra-group reactions and these occur 
principally with Group I phages, particularly 
those tested with concentrated phage. 
Although it was possible to recognize sev- 
eral general patterns of reaction of cultures 
within the three phage groups, these sub- 


TABLE | 


FREQUENCY OF LYTIC REACTIONS OF 24 STAPHYLOCOCCAL BACTERIOPHAGES WITH 
600 CULTURES OF STAPHYLOCOCCUS 


Group I Total: 88 


Phage Number* Per Cent** Number Per Cent Number PerCent Number Per Cent Number Per Cent 


RTD*** RTDx1000 RTD 
48 Strains 40 Strains 63 Strains 

29 3 3.41 2 2.27 

52 6 6.82 1 1.14 

79 7 7.95 7 7.95 

52a 4 4.54 16 18.18 

44a 35 39.77 37 42.03 Is 25.0 

523 

55 5 5.68 4 

39 4 4.54 8 

3b 1 1.14 8 

22 

$a | 1.14 38 52.78 

70 

42d 

73 

6 

15 2 7 

42e 1 

47 

54 

42b 2 2.27 12 13.63 

7 

53 

VA4 1 1.14 

77 


*Number of strains with 1+ or greater lysis. 


Group II Total: 72 


Group Fotal: 440 
RTDx1000 RTD RTDx1000 

9 Strains 186 Strains 254 Strains 
Number Per Cent 


7 1.59 

21 4.77 

32 7.26 

4 5.56 6 1.36 6 1.36 
1 1.39 1 23 
2 2.78 27 6.13 
2 2.78 6 1.36 
4 5.56 1 .23 
5 6.95 1 -23 
5 6.95 1 -23 
3 68 1 

2 45 

4 91 2 45 

11 2.50 20 4.54 

18 4.09 14 3.18 

3 68 35 7.95 

24 5.49 30 6.81 

34 7.72 86 19.52 

68 144 $2.69 

59 13.39 121 27.47 

68 15.44 171 $8.82 

57 12.94 204 46.31 

108 24.52 186 42.22 


**Per cent of total strains in Group I (88), II (72), or III (440). 


***Routine test dilution. 
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TABLE 2 


PHAGE GROUPING OF 600 CULTURES OF COAGULASE-POSITIVE STAPHYLOCOCCI 
FROM 107 PATIENTS** 


Diluted and 
Concentrated 


Concentrated 
Diluted phage* phage* 
Number Per Cent Per Cent Number Per Cent 
of Group of Group of 600 
1 54.5 40 5.2 § 14.7 
ll 87.5 12.0 
42.3 73.3 


Total 49.5 t 100.0 


Number 


*See text. 

**Phage Group I, 88 strains from 30 patients, median number per patient, 2; range 1 to 23. 
Phage Group II, 72 strains from 17 patients, median number per patient, 2; range 1 to 25. 
Phage Group III, 440 strains from 60 patients, median number per patient, 2; range 1 to 69. 


groups tended to blend into each other, so 
that classification was often uncertain. For 
that reason, no evaluation of this part of the 
study is presented. 


It is of interest that strains which were 
classified as Group II were so designated much 
more frequently by tests with diluted phage 
than with concentrated phage. Stated in an- 
other way, a far higher percentage of Group 
If strains exhibited high susceptibility to 
phage than did strains of phage Group III 
or I. This difference is even more evident 
in table 2 where the percentage of strains of 
each of the phage groups which were desig- 
nated by tests with diluted and concentrated 
phage suspensions may be seen. Thus, while 
approximately one-half of Group I and III 
strains were identified with diluted phage, 
87.5 per cent of Group II strains were so 
identified. Finally, it may be seen that among 
the 600 cultures, 14.0, 12.0, and 73.3 per cent 
were classified in phage Group I, II, and III 
respectively. 


Antimicrobial susceptibility patterns of 
staphylococci according to phage grouping. 
In table 3 may be seen the per cent of 


strains of the three phage groups which were 
resistant to several antimicrobial drugs, alone, 
and in certain combinations. The table re- 
veals that the greatest percentage of strains 
resistant to each of the drugs or drug combi- 
nations were invariably those in phage Group 
III. This is most prominent with respect to 
penicillin and tetracycline, and to a lesser 
degree with streptomycin. It should be noted 
that staphylococci possess a degree of native 
resistance to streptomycin which may account 
for some of the resistance in phage Groups 
I and II, but the high value in phage Group 
III must represent some strains with acquired 
resistance. 

In addition to the preponderance of strains 
resistant to single drugs falling in Group III, 
this phenomenon is even more apparent 
among strains resistant to multiple agents, 
as, for example, 83.3 per cent of strains in 
Group III are resistant to penicillin and 
streptomycin, while only about one-third in 
Groups I and II are so classified. It is of 
further interest that a great majority of the 
staphylococci which have become resistant to 
tetracycline are strains of Group III phage 


TABLE 3 


ANTIMICROBIAL SUSCEPTIBILITY PATTERNS OF COAGULASE-POSITIVE STAPHYLOCOCCI 
ACCORDING TO PHAGE GROUP 


Per Cent Resistant* 


Number Penicillin 


Cultures 


Phage 
Group 


Tetra- 
_ eycline 


Chloram- 
phenicol 


Penicillin 
Streptomycin 
Tetracycline 


Penicillin 
Streptomycin 


Strepto- 
mycin 


Erythro- 
mycin 


I 88 35.2 59.1 27.2 5 7 25.0 
Il 72 37.5 72.2 33.3 y 2 33.3 
Ill 440 93.9 94.3 83.3 1.4 46.4 


Total 600 78.5 87.5 73.8 53.7 6.7 37.2 


*Resistant: Minimal inhibitory concentration of penicillin 10 mecg./ml. or greater; erythromycin 6.2 mcg./ml. or greater; 
other drugs 25 mcg./ml. or greater. 
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patterns also resistant to penicillin and strep- 
tomycin. Furthermore, by calculation from 
table 2, it was found that 98.3 per cent of the 
306 strains resistant to penicillin, streptomycin 
and tetracycline were lysed by Group III 
phages. With erythromycin and chlorampheni- 
col there is little concentration of resistance 
in one phage group, although Jackson* has 
described concentration of erythromycin- 
resistant staphylococci among phage Group 
III strains, in studies where there was a high 
prevalence of erythromycin-resistant staphylo- 
cocci. 


Comparison of antimicrobial susceptibility of 
coagulase-positive and coagulase-negative 
staphylococci obtained in this study. 

In table 4 it may be seen that coagulase- 
positive staphylococci tend to be more often 
resistant to penicillin and streptomycin while 
the great majority of both coagulase-positive 
and coagulase-negative organisms are suscep- 
tible to erythromycin. In contrast, 56 per cent 
of coagulase-negative strains are resistant to 
chloramphenicol while only 36.3 of coagulase- 
positives are resistant to this drug. They were 
about equally susceptible to the tetracycline 
drugs. 


Effect of antimicrobial therapy on the staphyl- 
ococcal flora of the hospital ward. 

The effect of antimicrobial therapy on the 
staphylococcal flora of the hospital ward was 
considered by comparing the intensity of drug 
use in weekly periods with staphylococcal car- 
rier rates, changes in antimicrobial resistance, 
and, in the case of coagulase-positive staphylo- 
cocci, with the frequency of occurrence of 
multiple drug-resistant staphylococci lysed by 
Group III phages. The principal purpose of 
this analysis was to show the characteristics 
of the staphylococcal reservoir in the hospital 


TABLE 4 
ANTIMICROMBIAL SUSCEPTIBILITY OF STAPHYLOCOCCI—NASHVILLE, 1955 
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FIG. 2 
WEEKS, 1955 _jaeric Juune 
@---@ COAGULASE NEGATIVE a 
PER CENT / NOSE 
60+ 


PER CENT 
oF 304 

CULTURES 
OURING 20 
TREATMENT 
10 


PENICILLIN 


Survey of staphylococcal carrier state among hospital patients 
during consecutive weeks for five and one-half months. Kind 
and amount of antimicrobial therapy indicated at bottom of 
figure. Carrier rates were relatively uniform for coagulase- 
positive and coagulase-negative staphylococci from nose and 
throat. (From Knight, V., White, A., Foster, F., and Wenzel, 
T. Ann. New York Acad. Sc.*) 


which was the source of strains available for 
acquisition by newly hospitalized patients. 
Data concerning the staphylococcal carrier 
rates of the ward patients have been pub- 
lished elsewhere,? but are summarized from 
that source in figure 2. It was found that 
coagulase-positive staphylococci were present 
in 19.2 per cent of nasal cultures, with weekly 
values usually ranging only a few percentage 
points from this mean. An average of 7.5 per 
cent of throat cultures contained coagulase- 
positive staphylococci, while only about 17 per 
cent of throat cultures were positive for coagu- 
lase-negative staphylococci. Almost three- 
fourths of nasal cultures contained coagulase- 
negative staphylococci. It should be noted 
that as a policy of the study only one colony 
of staphylococcus from each swab was saved, 
with preference being given to coagulase pro- 
ducers. This acted to reduce the number of 
cultures reported as containing coagulase- 


Penicillin Streptomycin 


Tetracycline Chloramphenicol Erythromycin 


Coagulase Coagulase Coagulase Coagulase Coagulase Coagulase Coagulase Coagulase Coagulase Coagulase 


Positive Negative Positive Negative 


Per cent 

Tesistant* 75.5 59.5 85.8 60.9 
Per cent 

susceptible* * 24.5 40.5 14.2 39.1 


ml, or greater; other drugs 25 mcg. per ml. or greater. 


Positive Negative Positive Negative Positive Negative 
51.6 56.5 36.3 56.1 6.5 7.5 


48.4 43.5 63.7 43.9 93.5 92.5 


*Resistant indicates minimal inhibitory concentrations of penicillin, 10 mcg. per ml. or greater; erythromycin 6.2 mcg. per 


**Susceptibility indicates inhibition by 1.0 mcg. per ml. or less of penicillin, 1.8 mcg. per ml. or less of erythromycin, and 


6.2 mcg. per ml. or less of other drugs. 


Tests were made of 649 coagulase-positive cultures and variously with 1,900 to 2,100 coagulase-negative strains. 
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negative staphylococci by a value which was 
not in excess of 649 (the number of cultures 
containing coagulase-positive staphylococci) 
and was known to be less than that. For this 
reason, analysis of data concerning coagulase- 
negative staphylococci may be less represen- 
tative of their status among the patients than 
observations on coagulase-positive strains. 

The intensity of use of the drug was meas- 
ured by determining the proportion of cul- 
tures taken each week from patients while 
receiving tetracycline, penicillin (some also 
received streptomycin), or other regimens (see 
lower portion of figure 2). Inspection of figure 
2 fails to reveal any evident correlation of 
the intensity of the use of the drug with car- 
rier rates of staphylococci. 

The antimicrobial susceptibility patterns 
of the staphylococci cultured each week of the 
study may be seen in figure 3 and tables 5 
and 6. With the exception of an association 
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of the occurrence of a low percentage of 
coagulase-positive strains resistant to tetra- 
cyclines with the discontinuance of use of 
this drug in the 17 to 21 week period, there 
is no apparent correlation of drug-resistance 
and drug use. Throughout the study resist- 
ance to penicillin was high, both in coagulase- 
positive and coagulase-negative groups. This, 
as subsequent studies suggest, was considered 
a manifestation of the high percentage of 
strains in the nonhospital population which 
was resistant to this drug. The substantial, 
though variable, proportions of staphylococci 
resistant to the tetracyclines and multiple 
drugs were considered to be a consequence 
of the prolonged use of the respective agents 
in the hospital. It is of interest that there 
were few staphylococci resistant to tetra- 
cyclines which were not also resistant to 
penicillin and streptomycin and lysed by 
Group III phages. This has also been de- 
scribed in table 3. 


[MAY 
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STREPTOMYCIN RESISTANT 


PER CENT RESISTANT 


COAGULASE NEGATIVE 


STAPHYLOCOCCI! 


Except for diminished tetracycline resistance during the 17 to 21 week period when this drug was not used, there is no ap- 
rent correlation of drug use and antimicrobial resistance. 
ection of a high degree of penicillin resistance in the community. 
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TABLE 5 
DRUG SUSCEPTIBILITY OF COAGULASE-POSITIVE STAPHYLOCOCCI IN WEEKLY CULTURES 


Number M.1.C.* Penicillin M.1.C. Tetracycline Multiple Resistant 
Tested 10 mcg. or > 25 mcg. or > Group III 


Number Per Cent Number Per Cent Number Per Cent 


49 33 67.3 25 51.0 21 42.9 
35 29 82.9 19 54.3 18 
33 28 84.8 17 51.5 14 
56 41 73.2 38 67.9 $2 
35 25 71.4 24 68.6 21 
55 48 78.2 40 72.7 38 
34 25 73.5 22 64.7 
37 29 78.4 23 61.2 
26 22 84.6 69.2 
30 26 86.7 33.3 

Apr. 16 12 75.0 $7.5 

Apr. 31 25 80.6 . 45.2 

Apr. 23 19 82.6 60.9 

Apr. 25 20 16 80.0 65.0 

May 21 19 90.5 71.4 

May 20 57.2 34.3 

May 74.2 42.9 

May 23 44.4 11.1 

May 30 72.7 27.3 

June 6 § 68.2 9.1 

June 13 65.4 3.8 


Total 75.0 51.4 


*Minimal inhibitory concentration. 


Alterations in staphylococcal flora of hospital _ associated with a wide variation in the nasal 
patients during antimicrobial treatment. or pharyngeal carrier rates of coagulase-posi- 

Administration of penicillin (some also re- _ tive staphylococci (see data in figure 4 sum- 
ceived streptomycin) and tetracyclines was not — marized from a previous publication).2 The 


TABLE 6 


ANTIMICROBIAL SUSCEPTIBILITY OF COAGULASE-NEGATIVE STAPHYLOCOCCI IN 
WEEKLY CULTURES 


Number M.1.C.* Penicillin M.1.C. Tetracycline Multiple Resistant 
Week Tested 10 mcg. or > 25 mcg. or > 


1955 Number Per Cent Number Per Cent Number Per Cent 
Jan. 105 60 57.1 60.1 40 38.1 
Jan. 99 72 72.7 60.6 27 27.3 
Feb. 81 48 59.3 46.9 13 16.0 
Feb. 78 40 51.3 26.9 12 15.4 
Feb. 29 43.9 27.3 ll 16.7 
Feb. 36 36.4 31.3 10 10.1 
Mar. 44 48.9 37.8 16 20.0 
Mar. 14 45 42.5 36.8 20 27.4 
Mar. 50 46.3 63.0 32 29.6 
Mar. 28 86 83.5 85.4 55 53.4 
Apr. 4 82 71.3 58.3 41 35.7 
Apr. 11 83 69.7 63.9 47 39.5 
Apr. 18 60 69.0 58.3 40 46.0 
Apr. 25 79 71.2 98.2 77 69.3 
May 2 51 60.0 68.2 24 28.2 
May 9 43 51.2 79.8 15 17.9 
May 16 57 60.6 24 25.5 
May 23 55 61.8 24 27.0 
May 30 56 67.5 21 25.3 
June 6 60 57.1 41.9 
June 13 64 56.2 38.6 


Total 1200 59.4 31.5 


*Minimal inhibitory concentration. 
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1-3 4-6 7-9 10-12 13-15 16°18 19-21 22-24 25-27 28-30 
DAYS IN HOSPITAL OR OF TREATMENT 


Ihe percent of coagulase-positive cultures of the nose di- 
minished under penicillin and tetracycline treatment. Among 
untreated patients nasal cultures remained at a relatively 
uniform rate (12 to 20 per cent) and among throat cultures 
there was little change during hospitalization, with or with- 
out treatment. (From Knight, V., White, A., Foster, F., and 
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isms in throat cultures remained essentially 
unchanged among treated and untreated pa- 
tients. 

In contrast to carrier rates which did not 
change greatly during treatment with anti- 
microbial drugs, a large increase occurred in 
the percentage of strains of Group III phage 
patterns which were resistant to penicillin, 
tetracycline and streptomycin among patients 
treated with tetracyclines (Fig. 5, Table 7).* 
These organisms were present in only 14 per 
cent of positive cultures of these patients 
during the first three hospital days and in- 
creased to 85 to 100 per cent by the 7 to 9 
day period and remained high subsequently. 

Since staphylococci of these characteristics 


*The percentage values in table 7 are based on the num- 
bers of cultures instead of the number of patients. Since the 


Wenzel, T. Ann. New York Acad. Sc.*) numbers of cultures contributed by patients was variable, 
and, therefore, provided a possible source of bias, similar 
calculations were made in which the number of patients carry- 
ing one or more strains of staphylococci with the characteristics 
in question were related to the total number of patients with 
positive cultures in that time period. The percentages obtained 
by this alternative method were not appreciably different than 
those shown in table 7. Thus, although the number of patients, 
especially in the treated groups, is small, the percentage values 
obtained are representative of those groups. While the number 
of patients in the treated groups is too small to establish the 
statistical validity of the highly specific trends indicated, they 
are of sufficient interest for presentation and comparison with 
larger studies of this type to be referred to later. 


only consistent change which occurred during 
treatment, and in contrast to data similarly 
obtained from untreated patients, was a grad- 
ual decline in the frequency of positive nasal 
cultures for coagulase-producing staphylo- 
cocci. The low carrier rates of these organ- 


TABLE 7 


ANTIMICROBIAL SUSCEPTIBILITY OF COAGULASE-POSITIVE STAPHYLOCOCCI FROM 
TREATMENT GROUPS 


Treatment Number Number M.1.C.* Penicillin MI.C. Tetracycline Multiple Resistant 
Day Tested Patients 10 mcg. or > 25 mcg.or > Group III 
Number Per Cent Number Per Cent Number Per Cent 


Tetracycline Treated 


1-3 7 5 5 71.4 1 14.3 1 14.3 

4-6 i 3 3 75.0 2 50.0 1 25.0 

7-9 7 5 7 100.0 7 100.0 6 85.5 

10-12 8 2 3 100.0 3 100.0 3 100.0 
‘ 3 4 100.0 4 100.0 95.8 


93.3 82.2 75.6 


Penicillin Treated 


1-3 7 6 5 71.4 ] 14.3 ! 14.3 

4-6 4 2 4 100.0 0 0 0 0 

7-9 3 1 3 100.0 0 0 0 0 

1-9 14 6 12 85.7 1 7.1 1 7.1 
Hospital 

Day No Treatment 

1-3 55 36 27 49.0 7 12.7 4 7.3 

4-6 48 30 23 47.9 11 22.9 8 16.7 

7-9 33 20 23 69.6 7 21.2 6 18.2 
10-12 30 18 16 53.3 8 26.7 4 13.3 
13-15 22 12 ll 50.0 5 22.7 4 18.2 
16-18 14 10 71.4 6 42.9 4 28.6 
19-21 20 11 12 60.0 5 25.0 $ 15.0 
22-24 15 10 11 73.3 4 26.7 4 26.7 
25-27 13 9 10 76.9 3 23.1 3 23.0 
28-30 12 6 9 75.0 4 33.3 4 33.3 

1-30 262 66 152 58.0 60 22.9 44 16.8 


*Minimal inhibitory concentrations. 
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FIG. 5 drugs increased in this group only from 7.3 

1 per cent on admission to 33.0 per cent by the 

pe NO Treatment 28 to 30 day period. The penicillin-resistant 
“ j,. ‘Strains which did not conform to the phage 
mm 470 Group III classification resistant to multiple 
60 4eo | drugs remained stable during hospitalization, 


—— PENICILLIN RESISTANT | 
~~~ TETRACYCLINE RESIST. 
PENICILLIN, TETRACYC. 
STREPTOMYCIN RESIST) 

PHAGE GROUP IT 


PER CENT RESISTANT 


TETRACYCLINE 


46 «10-12 13-300 1-3 25-27 
DAYS 
Multiple drug-resistant staphylococci of phage Group III 


increased from 14 to almost 90 per cent in cultures from the 
small number of patients treated with tetracyclines during 
the first 9 hospital days and remained high thereafter. This 
change was much less apparent during a 30-day period of 
observation of untreated patients. 


were the kind which constituted a majority 
of the strains obtained in cultures of ward 
patients, it seemed probable that these new 
patients had acquired them from the ward 
flora. Moreover, since carrier rates had not 
varied widely, it appeared that these “hospi- 
tal” staphylococci may have replaced strains 
which were present on admission to the hos- 
pital. 

On admission the staphylococcal flora of 
patients receiving no treatment was very sim- 
ilar in its composition to that of the patients 
treated with tetracyclines. In contrast to the 
treated patients, however, the percentage of 
hospital staphylococci resistant to multiple 


constituting 41.3 per cent of strains on ad- 
mission and 42 per cent of strains at the 28 
to 30 day period. It thus appears that the 
moderate increase in multiple drug-resistant 
phage Group III strains occurred as a re- 
placement of penicillin-susceptible strains car- 
ried at admission, since the staphylococcal 
carrier rates were relatively unvarying during 
this period. This is in contrast to the group 
treated with tetracycline in which the mul- 
tiple drug-resistant Group III strains replaced 
both penicillin-resistant and penicillin-suscep- 
tible strains. 

Studies on flora of patients treated with 
penicillin were limited by the small number 
of cases available, but in table 7 it may be 
seen that a pronounced trend toward a rapid 
increase in percentage of penicillin-resistant 
staphylococci followed therapy with this agent. 
These penicillin-resistant strains were largely 
lysed by phage Group II (not indicated in 
the table) and represents an unusual finding 
in our experience, although shift to “hos- 
pital” staphylococci in previous studies with 
penicillin! was also less rapid than among 
patients receiving tetracyclines. 


TABLE 8 


DISTRIBUTION OF PATIENTS IN TREATMENT GROUPS ACCORDING TO RESISTANCE PATTERN OF FIRST 
CULTURE OF COAGULASE-NEGATIVE STAPHYLOCOCCI OBTAINED IN EACH 3-DAY PERIOD 


First culture resistant 
to penicillin* 


First culture resistant 
to tetracyclines 


First culture resistant 
to penicillin, tetracyclines, 


Treatment Number streptomycin 
Days Patients Number Per Cent Number Per Cent Number Per Cent 
Tetracycline Treated 
1-3 16 8 50.0 6 37.5 3 18.8 
4-6 17 a) 52.9 11 64.7 7 41.2 
7-9 14 12 85.7 ll 71.1 8 57.1 
10-12 10 8 80.0 6 60.0 4 40.0 
Penicillin Treated 
1-3 1) 5 45.5 4 36.3 3 27.3 
4-6 14 8 57.1 7 50.0 5 35.7 
7-9 10 9 90.0 7 70.0 3 30.0 
10-12 7 6 85.7 3 42.8 3 42.8 
Hospital 
ys No Treatment 
1-3 89 43 48.3 37 41.6 16 18.0 
4-6 98 51 52.0 46 46.9 20 22.5 
7-9 84 51 60.7 43 51.2 19 22.6 
10-12 67 29 43.3 30 44.8 11 16.4 


*Drug concentrations for resistant categories described in table 7. 
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FIG. 6 


PER CENT PATIENTS 
WITH MULTIPLE RESISTANT STAPHYLOCOCCUS 


100r TETRACYCLINE TREATED 
PENICILLIN TREATED 
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During treatment with tetracyclines there was observed a 
progressive and pronounced increase in the proportion of 
patients with multiple resistant coagulase-negative staphy- 
lococci. No change was observed in the percentage of pa- 
tients with these organisms during a similar period of ob- 
servation without treatment. The per cent of patients 
treated with penicillin carrying these multiple drug resistant, 
coagulase-negative staphylococci was intermediate between the 
two other groups. The proportion of patients treated with 
tetracyclines with multiple resistant, coagulase-negative 
staphylococci at the 7 to 9 day period was statistically signif- 
icantly higher (p < 0.02) than the percentage of untreated 
patients with these strains at the same time period. 


These same trends were exhibited when the calculations were 
based on the first culture isolated per each time period (as in 
the figure), on all cultures isolated in each time period, and 
whether or not they were based on the per cent of patients 
carrying them or on the per cent of the total cultures isolated 
in each time period. 


In figure 6 and table 8 data concerning 
coagulase-negative staphylococci are described 
and reveal trends similar to those among 
coagulase-positive staphylococci. The patients 
in the treatment groups in this table were 
classified according to the pattern of drug 
resistance of the first culture of coagulase- 
negative staphylococcus obtained in each 3 
day period. Based on observations from a 
previous study! the 7 to 9 day period was 
selected for analysis as representing the es- 
timated period of earliest maximal effect of 
tetracyclines on the staphylococcal flora of 
treated patients. A comparison was made of 
the percentage of tetracycline treated and un- 
treated patients carrying a multiple drug- 
resistant staphylococcus during this period. 
The results revealed a statistically signifi- 
cantly higher percentage of patients carrying 
multiple resistant coagulase-negative staphylo- 
cocci among tetracycline treated patients (chi 
square test, p —<0.02). 

A similar comparison of penicillin treated 
patients with untreated patients was made 
and the difference was not statistically sig- 
nificant, nor were there statistically significant 
differences between penicillin-resistance and 
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tetracycline-resistance of the two treated 


groups versus the untreated groups. 


Discussion 


Effect of antimicrobial therapy on carrier 
rates of coagulase-positive staphylococci. 

It was of considerable interest to know 
whether or not staphylococcal carrier rates of 
hospital patients increased significantly fol- 
lowing exposure to antimicrobial drugs. An 
affirmative answer to this question would in- 
dicate, other things being equal, that a greater 
risk of infection with staphylococci was in- 
curred on wards where such increases oc- 
curred. A negative answer, and by this is 
meant an unchanged carrier rate, or a dimin- 
ished carrier rate, would provide no basis for 
inferring increased frequency of infection. 

In the studies made by the authors on the 
question,” the effect of antimicrobial drugs 
on the carrier rates was studied in swabs from 
patients receiving penicillin or the tetracycline 
derivatives, or no treatment. Data from that 
study was described in part, in figures 3 and 
5, in which no increase was observed in car- 
rier rates for coagulase-positive staphylococct 
in any of those groups, and, in fact, there 
was a decrease in the frequency of positive 
cultures among the treated patients. In an- 
alyses after longer periods of exposure in the 
hospital environment, there was observed a 
slight increase in carrier rates. This was not 
greater among patients treated with anti- 
microbial drugs than among untreated pa- 
tients, and was less than increases recorded by 
Miles, Williams, and Clayton-Cooper® in 
studies of hospital patients in 1942 and 1943 
(before penicillin was generally available), in 
similar studies by Rountree, Freeman, and 
Barbour in 1954° and among student nurses 
following initial contact with hospital pa- 
tients described by Rountree and Barbour 
in 1951.7 

It is not clear how hospitalization or em- 
ployment in a hospital may lead to increase 
in carrier rates of staphylococci, but the sev- 
eral studies described above strongly suggest 
the regular occurrence of such a phenomenon, 
which is apparently independent of the ef- 
fect of antimicrobial therapy. 

In keeping with the failure to show an 
increased prevalence of staphylococci in the 
ward was the discovery of only one case of 
staphylococcal infection in the five and one- 
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half month study. This patient, a 60 year old 
man, had a staphylococcal bacteremia with 
a penicillin-susceptible staphylococcus, and 
responded to treatment with penicillin and 
streptomycin. His infection was apparently 
present when admitted to the hospital. 

Despite the absence of an effect of anti- 
microbial therapy in increasing carrier rates, 
there was ample evidence of the influence 
of antimicrobial therapy on other characteris- 
tics of the staphylococcal flora of hospital pa- 
tients. This consisted of the finding of a large 
reservoir of drug-resistant staphylococci on 
the ward at the time the study was begun, 
undoubtedly a reflection of the previous use 
of antimicrobial agents. Further, in the course 
of the study, resistance to tetracycline was 
observed to diminish with the decreased in- 
tensity of use of this agent. Finally, among 
patients treated with tetracyclines there was 
a rapid replacement of tetracycline-susceptible 
strains by multiple drug-resistant phage Group 
III strains characteristic of the hospital flora. 
Thus, in this study, while there was no evi- 
dence that staphylococci were more prevalent 
as a result of the use of antimicrobial drugs 
or that the pattern of distribution of staphylo- 
cocci was appreciably influenced by these 
agents, very apparent effects were noted on 
patterns of drug-resistance and phage group- 
ings. 

Although it is possible that more intensive 
use of antimicrobial therapy might influence 
carrier rates and the incidence of staphylo- 
coccal infection, the high degree of drug re- 
sistance which did occur suggests that the 
circumstances of the present study offered an 
adequate test of the question, and gives good 
support to the view that antimicrobial ther- 
apy does not cause an increase in staphylo- 
coccal carrier rates. 


Mechanism of development of reservoirs of 
drug-resistant staphylococci. 

It is most likely that all drug-resistant 
staphylococci in hospitals arise by the process 
of selection of resistant mutants in the course 
of drug treatment of patient carriers. For 
example, we have occasionally isolated during 
or after treatment with tetracyclines, strains 
resistant to this agent, of phage types iden- 
tical with susceptible strains isolated before 
treatment. This is strong evidence for selec- 
tion of resistant mutants and against the ac- 
quisition of resistant strains from the hos- 
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pital. Such a change was also described by 
Rountree and Thomson® in 6 of 61 cases 
treated with a tetracycline in a study in 1952. 
Rammelkamp and Maxon® observed an in- 
crease in resistance to penicillin of staphylo- 
cocci cultured from the lesions of four patients 
treated with this agent at a time when peni- 
cillin-resistant strains were virtually unknown. 
In our own and others’ studies, it has been 
observed that erythromycin-resistant staphylo- 
cocci may emerge during treatment with this 
drug. 

All drug susceptible staphylococci which are 
carried to the hospital may not have the op- 
portunity to undergo this phenomenon, how- 
ever, for the preceding studies have suggested 
that there is a frequent replacement of drug- 
susceptible strains present in patients on ad- 
mission by drug-resistant strains in the hos- 
pital environment. These resistant strains 
which have been transferred to new patients 
from old patients may then undergo further 
exposure to drugs in the process of treatment 
of the new patient which maintains or fur- 
ther increases their drug resistance. Thus, once 
a drug-resistant staphylococcus is established 
in the hospital environment, an opportunity 
is presented for it to be transferred to suc- 
cessive patients as they are admitted and 
treated, to the exclusion of drug-susceptible 
staphylococci carried to the hospital by the 
new patients. It is probable that this intense 
and continuous exposure is the basis for the 
enormously high degrees of drug resistance 
to penicillin and other agents often observed 
in hospital staphylococci; values difficult to 
obtain by in vitro methods. 

It was suggested by Barber and White- 
head!® in 1949 that the predominance of 
phage Group III strains in populations of 
drug-resistant staphylococci in hospitals was 
a consequence of a degree of genetic insta- 
bility which was greater for this group than 
for phage Group I and II strains. Support 
for this view was obtained by Barbour and 
Edwards,!! in 1953, when they observed a 
more rapid emergence of streptomycin-re- 
sistant mutants from phage Group III strains 
than from those in Groups I and II in in vitro 
studies. It is apparent that a tendency for 
greater genetic instability of phage Group III 
strains would be magnified by continuous 
exposure to drugs in the wards of the hospital 
as described above, and thus offer an oppor- 
tunity for phage Group III strains to pre- 


6 

d 
= 
Ww 
of 
in 
n- 
er 
n- 

is 
in- 
‘or 
he 
igs 
om 
ine 
nat 
nd 
CCI 
ere 
ive 

an- 

the 
la 

not 

nti- 

pa- 
| by 

in 

943 
, in 

and 
irses 
pa- 
your 
em- 
ease 
sev- 
zest 
non, 
> ef- 
y an 
the 
e of 
one- 


1184 


dominate among drug-resistant staphylococci. 


It is perhaps essential to the maintenance 
of the reservoir of drug-resistant staphylo- 
cocci in the hospital, that the principal re- 
placement with drug-resistant strains occurs 
in treated patients, for if untreated patients 
acquired resistant strains with as great fre- 
quency, opportunity would be presented for 
multiplication to occur in drug-free environ- 
ments where back mutation to drug suscep- 
tibility might occur. 


Tetracycline drugs apparently derive their 
great influence in causing replacement with 
resistant strains in the hospital from the 
fact that staphylococci carried by nonhospital- 
ized persons are still almost uniformly sus- 
ceptible to this drug (about 90 per cent) 
while among cultures from hospitals more 
than two-thirds are resistant. Thus, there is 
a greater effect of tetracyclines in eliminating 
tetracycline-susceptible strains from new pa- 
tients and a ready supply of resistant strains 
to replace them, a situation unique to this 
drug in present-day hospital wards. For ex- 
ample, with penicillin, which has been used 
for a longer time, a large reservoir of resistant 
strains has been built up in the general popu- 
lation as well as in hospital patients. Thus, 
there is much less effect of penicillin treat- 
ment in eliminating strains carried by newly 
hospitalized patients, and less subsequent re- 
placement. Most strains inside and outside 
hospital are susceptible to erythromycin as a 
reflection of its recent introduction and more 
limited use. It is thus considered that the 
effect of erythromycin, tetracycline, and peni- 
cillin represent three stages in the evolution 
of the pattern of response of staphylococci to 
an active antistaphylococcal drug. 


The relative uniformity of the carrier rates 
among the tetracycline-treated patients in 
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CHARACTERISTICS OF STAPHYLOCOCCAL CULTURES FROM A PATIENT WITH 
PNEUMOCOCCAL PNEUMONIA 
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whom the rapid and extreme increase in the 
proportion of strains resistant to multiple 
drugs and lysed by Group III phages oc- 
curred, suggests, that to avoid increasing the 
carrier rates, the resistant strains must have 
replaced the susceptible strains previously 
present. These considerations apply to the 
cultures from all the treated patients as a 
group. It is probable also that this group 
pattern is generally representative of the 
course of events in individual patients who 
are staphylococcal carriers. As a consequence 
of the infrequency of positive cultures, short 
periods of hospitalization, and other limiting 
factors in the present investigation, many of 
the patients did not yield enough positive 
cultures to obtain a complete view of the 
phenomenon. Examples have been observed, 
however, and one from a previous study may 
be seen in table 9. Staphylococcal cultures 
from this patient, treated with oxytetracycline, 
on admission were of phage Group I, sus- 
ceptible to antimicrobial drugs, but were later 
replaced by multiple drug-resistant phage 
Group III strains. 


Frequency of occurrence of carriers and dura- 
tron of the carrier state among persons ex- 
posed to the hospital environment. 


Clearly the problem of drug-resistant staphy- 
lococci is intimately concerned not only with 
patients who are treated with antimicrobial 
drugs, but who are, at the same time, carriers 
of the staphylococcus. Information concerning 
the frequency of occurrence of carriers and 
the persistence of the carrier state has been 
obtained by Miles, Williams, and Clayton- 
Cooper who showed that, among a large 
number of hospital patients, there was a 
group whose cultures remained constantly 
positive during several weeks of observation, 
in contrast to others who were intermittent 


Date Site Phage Inhibitory Concentration Penicillinase 
Cultured Pattern mcg./ml. 

Peni- Tetracycline Strepto- 

cillin derivative mycin 
4-17-53 sputum I (52a) 0.1 $.1 25 0 
4-20 nose I (52a) 0.1 3.1 25 0 
4-20 throat III (47) >25 >50 >50 + 
4-22 nose I (52a) 0.1 3.1 6.3 0 
4-22 throat Ill (47) >25 >50 >50 + 
4-24 nose Ill (47) >25 >50 >50 + 
4-24 throat Ill (47) >25 >50 >50 + 


Treatment: 


Oxytetracycline, started 4-17, continued through 4-24. 
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carriers, and a smaller number whose cul- 
tures never contained staphylococci. In their 
study, 20 per cent of a group of patients had 
nasal cultures constantly positive during a 
period of 11 weeks of observation. Somewhat 
similarly, Rountree and Barbour? found that 
37 per cent of a group of student nurses 
had positive nasal cultures at the time of 
each of four swabbings during a total period 
of observation of 16 weeks, and it was fur- 
ther found that the majority of these per- 
sistent carriers always had staphylococci of 
the same phage type. In the authors’ studies? 
on the staphylococcal carrier state, there was 
also observed, by slightly different methods, 
a group of persistent high rate carriers of 
staphylococci. A group constituting 22 per 
cent of the patients was found to have 85 
per cent of the positive cultures obtained 
during the study. Furthermore, the frequency 
with which these patients received antimi- 
crobial treatment was not greater than among 
patients who were persistently negative, or 
only sporadically positive (about 40 per cent 
of each of the three groups received anti- 
microbial treatment). Insofar as comparisons 
were possible, it appeared that the frequency 
and persistence of carriers in the ward popu- 
lation studied by the present authors re- 
sembled those described by others, and that 
among these carriers, especially those who 
were persistently positive, was the point of 
greatest contact of staphylococci and anti- 
microbial drugs, and from whom probably 
arose the greatest portion of drug-resistant 
staphylococci on the hospital ward. 

In the present study, an apparent pro- 
nounced effect of tetracyclines, in bringing 
about the replacement of strains carried by 
new patients has been described, findings 
which are in agreement with other studies! 
by one of the authors. Although data con- 
cerning the effect of penicillin are less com- 
plete, evidence from the previous study! 
showed that this agent exerted an effect sim- 
ilar to tetracycline, but acted more slowly. 
We are unaware of any information concern- 
ing the effect of chloramphenicol, erythro- 
mycin, and other drugs in this situation. 

The method of action of tetracyclines was 
apparently to eliminate the large percentage 
of tetracycline-susceptible strains which con- 
stituted a great majority of the strains car- 
ried by newly hospitalized patients, and sub- 
sequently or simultaneously, the tendency for 
the patient to remain a staphylococcal carrier 
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led to a replacement with strains available 
in the hospital capable of surviving in the 
tetracycline-treated patient. This explanation 
appears to fit with the foregoing experimental 
observations, and it implies an impressively 
potent tendency of the host to remain a car- 
rier, which is probably independent of the 
effect of antimicrobial drugs. The rapidity 
of this replacement phenomenon further sug- 
gests that there must be a constant high rate 
of exposure to staphylococci among hospital 
patients, and that the tendencies of the host 
with respect to this characteristic are more 
important than exposure on the ward in de- 
veloping the carrier state. 


Control of drug-resistant staphylococci in 
hospitals. 

Numerous examples of staphylococcal in- 
fection with drug-resistant organisms in hos- 
pitals have been observed, particularly on sur- 
gical wards. There is little doubt that, in 
many cases, they have been infected by strains 
from staphylococcal carriers in the hospital. 
While the data from the authors’ studies do 
not suggest that the frequency of staphylo- 
coccal infections would be reduced by elimi- 
nating drug-resistant staphylococci, (assum- 
ing their replacement with drug-susceptible 
strains), it is certain that the prognosis in 
individual cases would be improved if effec- 


tive antimicrobial therapy were always avail- 
able. 


Methods of control of drug-resistant staphy- 
lococci will be logically most concerned with 
staphylococcal carriers who are treated with 
antimicrobial drugs, at present, especially, 
those receiving tetracyclines. An important 
approach to the problem would be to avoid 
or limit as nearly as possible antimicrobial 
treatment of such patients in order to con- 
vert them to a slow type of replacement with 
resistant strains such as was observed in un- 
treated patients. Failing that, it may become 
possible to treat heavy carrier sites such as 
the nose with antimicrobial ointments to 
eliminate this source of staphylococci, and as 
a result reduce the frequency of staphylococ- 
cal infection on the ward. This has been ac- 
complished by Gould and Allen’? in a study 
in general hospital wards using an ointment 
containing oxytetracycline, and by Rountree!® 
and her associates using an ointment contain- 
ing neomycin and bacitracin. In view of the 
high proportion of strains resistant to tetra- 
cycline derivatives in our wards, it is sug- 
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gested that agents such as neomycin or bacitra- 
cin which are highly active against staphylo- 
cocci, but which are rarely used systemically, 
should be employed in future trials. 

It is suggested that personnel in the hos- 
pital would act as untreated patients, with 
a slow rate of accumulation of multiple drug- 
resistant phage Group III strains. An impor- 
tant difference, however, is the fact that per- 
sonnel may be exposed for longer periods 
than untreated patients and thus may even- 
tually acquire a high proportion of hospital 
staphylococci even though untreated. 

Another alternative method of control of 
resistance would be to exclude highly active 
antistaphylococcal agents such as erythromycin 
from general use so that a reservoir of strains 
resistant to them does not develop in the 
hospital and diminish their effectiveness. In 
New Zealand" the use of erythromycin has 
recently been restricted to highly susceptible 
infections such as those caused by staphy- 
lococci in an effort to preserve the beneficial 
effect of this agent. 


Meanwhile, the development of new anti- 
microbial drugs which are chemically distinct 
from previous agents, but which are active 
against staphylococci should be sought. At 
present, novobiocin’® appears to fit into this 
category, and with it and others it may be- 
come possible to develop rotating schedules 
of treatment, whereby the use of certain anti- 
microbial drugs may be stopped for a period 
until the reservoir of strains resistant to them 
has disappeared. 

In view of the number of foci of staphy- 
lococci available on hospital wards, and the 
rapidity with which transmission may occur, 
it is less encouraging to contemplate meas- 
ures to prevent spread from patient to patient 
with presently available methods except in 
special circumstances. 


Quantitative aspects of the staphylococcal 
carrier state. 

In a discussion of carrier rates of staphy- 
lococci reference should be made to the quan- 
titative aspects of the staphylococcal carrier 
state. It is usually reported that the average 
frequency of positive nasal cultures is about 50 
per cent. The rates may vary widely from this 
value, however, and in a previous report? 
studies were cited of nasal carrier rates ranging 
from 19.2 to 71.4 per cent. In other studies 
even higher rates have been reported. Throat 
cultures are usually found to contain fewer 
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coagulase-positive staphylococci than nose cul- 
tures, but in various studies a wide variation 
in values has been observed. In our own 
and other studies,!*!7 it has been recognized 
that in some cultures, there may be numerous 
colonies of coagulase-positive staphylococci 
while in others they may be very sparsely 
distributed. Increasing the size of the sample 
(a larger area swabbed, or more swabs used) 
as well as more extensive treatment of the 
cultures in the identification procedure may 
increase the yield. 

Williams'8 has commented on variations 
in carrier rates by stating that in describing 
wrist carrier rates the values must be read 
in conjunction with the methods adopted for 
sampling and for culture. By changing cul- 
ture methods he was able to change wrist 
carrier rates from 10.9 to 25.4 per cent, and 
by increasing the area swabbed, increase the 
rate from 25 to 56 per cent. By repeated 
samplings rates were found to increase even 
further. 


In addition to the obvious necessity of de- 
scribing the methods employed, these results 
also suggest that there are important differ- 
ences in the degree of infestation of nasal 
membranes and other carrier sites with 
staphylococci. In general, it has been our 
impression that the persistent, high rate car- 
riers have also had the most colonies per 
swab as observed on the isolation plate. 


It is logical to suppose that a heavily in- 
fected nasal mucosa may transmit staphylo- 
cocci more readily than one with scanty 
growth, and it is possible that the problem 
of dissemination of staphylococci may be 
more confined to a smaller group of heavily 
infected, persistent carriers than is now 
realized. 


Coagulase-negative staphylococci. 


These organisms followed trends of change 
described for coagulase-positive staphylococci 
except that they were not so frequently drug 
resistant. It is possible that these differences 
represent an influence of technics of the 
study, but it may also depend on the fact 
that coagulase-negative staphylococci are not 
so invasive as coagulase-positive strains, thus 
not coming into as intimate contact with the 
patient’s tissues where the opportunity for 
exposure to antimicrobial drugs is greatest. 

The greater resistance to chloramphenicol 
does not appear to have followed the use 
of this agent because it was rarely used in this 
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institution during or before the present in- 
vestigation. This problem, therefore, awaits 
explanation. 


Summary 


In studies described in the present report, 
it was revealed that there was a considerable 
increase in the proportion of staphylococci 
resistant to tetracyclines, penicillin, and strep- 
tomycin among cultures obtained during treat- 
ment of patients with tetracyclines. This was 
true of both coagulase-negative and coagulase- 
positive staphylococci. Coagulase-positive 
staphylococci that were resistant to the three 
drugs were further characterized by almost 
uniform lysis by Group III staphylococcal 
bacteriophages. Staphylococcal flora of pa- 
tients receiving penicillin underwent changes 
similar to the flora of patients receiving 
tetracyclines, but to a lesser degree, while 
those from untreated patients were only 
slightly altered. 


The interpretation was offered that this 
increase in multiple drug-resistant staphy- 
lococci in treated patients represented a re- 
placement of primarily drug-susceptible 
strains, brought to the hospital by new pa- 
tients, by resistant strains from the hospital 
reservoir. The effect was considered most ap- 
parent with tetracycline because of the high 
percentage of strains susceptible to this agent 
in newly hospitalized patients and the high 
percentage resistant to it among hospital 
staphylococci. 


Reported studies have indicated that the 
frequency of positive nasal cultures for staphy- 
lococcus may average about 50 per cent in 
any one set of examinations, but that a much 
smaller number will be persistently positive 
(20 per cent in one study). Further evidence 
was cited which suggested that antimicrobial 
therapy did not materially alter these char- 
acteristics of the carrier state. 


It was theorized that persistently positive 
staphylococcal carriers treated with antimi- 
crobial drugs were the sites quantitatively 
most important in exposing staphylococci in 
hospitals to drugs, and thus these persons be- 
come the principal source of drug-resistant 
staphylococci. It was suggested that drug re- 
sistance originally develops by the process of 
selection of resistant mutants in the course 
of drug treatment of patients, and that strains 
which become a part of the reservoir of drug- 
resistant staphylococci in the hospital are 
perpetuated there by the action of agents like 


the tetracyclines, which eliminate susceptible 
strains from new patients leaving them vul- 
nerable for invasion with drug-resistant hos- 
pital staphylococci. 

Based on studies described, it was suggested 
that control of the development and dissemi- 
nation of drug-resistant staphylococci may 
be more effectively approached by making 
changes in the kind and amount of anti- 
microbial therapy given to patients than by 
direct measures to prevent person to person 
spread of staphylococci. 


Acknowledgment 


The authors wish to acknowledge the valuable 
technical assistance of Miss Frances Foster and Miss 
Thelma Wenzel in this investigation, as well as the 
aid and cooperation of Dr. Abram Shmerling of the 
medical staff of the U. S. Veterans Administration 
Hospital, Nashville. Dr. Margaret P. Martin, Depart- 
ment of Preventive Medicine, Vanderbilt University 
School of Medicine, gave advice concerning evalua- 
tion of the data. 


References 


1. Knight, V., and Holzer, A. R.: Studies on Staphylococci 
from Hospital Patients. I. Predominance of Strains of 
Group III Phage Patterns which are Resistant to Mul- 
tiple Antibiotics, J. Clin. Invest. 33:1190, 1954. 

Knight, V., White, A., Foster, F., and Wenzel, T.: Studies 

on Staphylococci from Hospital Patients: Il. Effect of 

Antimicrobial Therapy and on Carrier 

Rates, Ann. New York Acad. Sc. (in press). 

3. Blair, J. E., and Carr, M.: The Typing of 

Staphylococci, J. Infect. Dis. 93:1, 1953. 

4. Jackson, G. G., Lepper, M. H., and Dowling, H. F.: 
Bacteriophage Typing of Staphylococci: III. Relation to 
Antibiotic Sensitivity and Resistance, J. Lab. & Clin. Med. 
44:41, 1954. 

5. Miles, A. A., Williams, R. E. O., and Clayton- Cooper, B 
The Carriage of Staphylococci (pyogenes) Aureus in Man 
and its Relation to Wound Infection, J. Path. & Bact. 
56:513, 1944. 

6. Rountree, P. M., Freeman, B. M., and Barbour, R. G.: 

Nasal Carriage of Staphylococcus Aureus in the General 

Population and its Relationship to Hospitalization and 

Penicillin Therapy, M. J. Australia 2:457, 1954. 

Rountree, P. M., and Barbour, R. G. H.: Nasal Carriers 

of Staphylococcus Pyogenes in Hospital Nurses, J. Path. 

& Bact. 63:313, 1951. 

8. Rountree, P. M., and Thomson, E. F.: Incidence of 
Antibiotic-Resistant Staphylococci in a Hospital, Lancet 
2:262, 1952 

9. Rammelkamp, C. H., and Maxon, T.: Resistance of 
Staphylococcus Aureus to the Action of Penicillin, Proc. 
Soc. Exper. Biol. & Med. 51:386, 

10. Barber, M., and Whitehead, J. ’M.: Bacteriophage 
Type of Resistant Staphylococcal Infection, 
Brit. M. J. 2:565, 9. 

ll. Barbour, R. G. a. +, and Edwards, A.: Mutation of Dif- 
ferent Bacteriophage Types of Staphylococci to Strepto- 
mycin ow Australian J. Exper. Biol. & M. Sc. 
31:561, 1953. 

12. Gould, J. C., and Allen, W. 2 A.: Staphylococcus Pyogenes 
Cross- Infection, Lancet 2:988, 1954. 

13. Rountree, P. M., Heseltine, M., Rheuben, +, and Shear- 
man, R. P.: Control of Staphylococcal Infection of the 
Newborn by the Treatment of Nasal Carriers in the 
Staff, M. J. Australia 1:528, 1956. 

14. ~~ ra of Antibiotics? (Leading article), Lancet 1:193, 


n 


15. Nichols, R. L., and Finland, M.: Novobiocin; A Limited 
Bacteriological and Clinical Study of its Use in Forty- 
Five Patients, Antib. Med. 2:241, 1956. 

16. Wallmark, G.: Bacteriophage-typing of Staphylococcus 
Acta path. et microbiol. scandinav. 34: 

17. Vogelsang, Th. M.: The Incidence of Penicillin-Resistant 
Pathogenic Staphylococci Isolated from the Upper Re- 
spiratory Tract of Young Healthy Persons, Acta path. et 
microbiol. scandinav. 29:363, 


18. Williams, R. E, O.: Skin and Nose Ca: of Phage 
_— of Staphylococcus Aureus, J. Path. i act. 58: 250, 
6. 


) 
y 
S 
4 
d 
st 
d 
e 
d 
n 
e- 
ts 
T- 
al 
th 
ur 
r- 
er 
in- 
lo- 
ity 
be 
ily 
ow 
ige 
cci | 
rug | 
ces | 
the | 
‘act | 
not | 
hus | 
the | 
for 
t. 
icol 
use 
this 


1188 


OCTOBER 1956 


The Golden Anniversary Meeting 


Washington, D. C., November 12-15 


The City’s Background 


WASHINGTON, the Nation’s Capital, will be the 
setting for the Fiftieth Annual Meeting of the 
Southern Medical Association. This great city 
—the shrine of democracy—is unique among 
the world’s national seats of government. 

Like the travail and risks of childbirth in 
the 1790's, this majestic city was born in 
pain and strife. Too, there was the element 
of urgency in its founding. Had it not been 
for a mutinous gang of continental soldiers, 
which menaced and alarmed the Congress in 
Philadelphia in 1783, Washington might not 
have become the seat of the federal govern- 
ment. 

After hastily moving the Congress to 
Princeton, New Jersey, a totally inadequate 
site at that time, the Congress pondered vari- 


J. P. Culpepper, Jr., M.D. 
President-Elect 


W. Raymond McKenzie, M.D. 
President 


ous possible locations as a “permanent seat 
of government.” Regional and _ sectional 
jealousy and rivalry delayed the decision until 
January 1791 when the banks of the Potomac 
near old Georgetown were selected. Thus a 
ten square mile tract ceded by the states of 
Maryland and Virginia was destined to be- 
come the Capital. 

On the first Monday in December, 1800, 
Congress removed the “seat” to Washington, 
then known as the Federal City without in- 
cident. The personnel of the entire federal 
establishment which settled in the “City of 
Magnificent Mudholes” is said to have num 
bered only 126 persons! 


Its Early Plan 


The unusual pattern of Washington’s plan 
was the dream of a young French engineef, 
Major Charles Pierre L’Enfant, who was em 
gaged to design the “Federal City.’’ He em 
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Lincoln Memorial 


visioned broad tree-lined avenues and _far- 
stretching vistas radiating outward from con- 
centric circles. The one and one-half mile- 
long stretch from the Capitol to the White 
House was, in the engineer’s plan, to be the 
most magnificent street of all—lined with 
mansions of foreign ministers with formal 
gardens and sloping lawns. Adding a uni- 
versal emphasis, he dreamed of a great re- 
ligious temple along the route which was to 
become famed Pennsylvania Avenue. 

Like most dreams, the plans of L’Enfant 
for the “Minister’s Row” did not materialize, 
but in their place today is the greatest con- 
centration of government facilities in the 
world. One of his ideas—The Mall—was car- 
ried out in detail. This showplace of the pres- 
ent city extends from the Capitol to the 
$2,000,000 Lincoln Memorial, encompassing 
some 10 acres and including the beautifully 
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landscaped grounds of the Department of 
Agriculture, the Sylvan Theatre, the Smith- 
sonian grounds and the stately Washington 
Monument. 

While L’Enfant died in bitter disappoint- 
ment over the mutilation of his grandest en- 
gineering dream, his influence in Washing- 
ton’s physical character is indisputable. 


The City Today 


Washington is now the crossroads of the 
world. Certainly it is a city of beauty. Its 
stately buildings—its trees, trees, trees—its 
lovely parks—all combine to paint a lovely 
picture. Here, the visitor may revel in things 
historical, cultural, and artistic. The endless 
list of “things to see” would require nothing 
less than a sizable volume. To those who have 
been there many times, her inexhaustible 
treasures call you back again. 


The 1923 Meeting 


Speaking of returning to Washington, the 
coming meeting will be a return engagement 
also. The Southern met in the Capital City 
in 1923 on the exact days of the month— 
November 12-15. That meeting was one of 
the finest ever held in attendance, interest, 
scientific excellence and pleasure. An event 
still remembered by hundreds was the de- 
lightful reception given the ladies at the 
White House by Mrs. Calvin Coolidge on 
Thursday morning at 11:45 a.m. Later, at 
12:30 p.m., President Coolidge extended a 
gracious welcome to the physicians and their 
wives (some 1,200 persons) from the South 
Portico of the White House. The President 
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Library of Congress 


then came down for a group photograph with 
the group on the spacious lawn. 


Presiding over the 1923 sessions was the 
Association’s President, Dr. W. S. Leathers 
of Jackson, Mississippi. More than a hundred 
Washington physicians worked diligently on 
the Local Committee on Arrangements under 
the chairmanship of Dr. Thomas A. Groover. 
The Medical Society of the District of Colum- 
bia, in keeping with its friendly and coopera- 
tive spirit, was the perfect host. Dr. Luther 


Home of George Washington 


Tomb of Unknown Soldier 


H. Reichelderfer, its President, and its other 
officers played strategic roles in the success 
of the first Washington meeting. 


The Golden Anniversary 


The meeting this year, of course, is a “once- 
in-a-lifetime” occasion. It will mark the As- 
sociation’s fifty-year milepost, appropriately 
commemorating a half-century of service to 
medicine and particularly to the physicians 
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of the South. This meeting, to be presided 
over by its President, Dr. W. Raymond Mc- 
Kenzie of Baltimore, will be the climax of 
the Association’s formal celebration of its 
Golden Anniversary which was held in Chat- 
tanooga, its birthplace, on October 2-3. Dr. 
J. P. Culpepper, Jr., of Hattiesburg, President- 
Elect, will receive the torch of the presidency 
during installation ceremonies. It will be his 
honor and opportunity to lead the Association 
the first mile of its second half-century of 
progress. 

It is fitting that the members of the pro- 
fession in Washington will have such a prom- 
inent part in the meeting. The District of 
Columbia has made outstanding contributions 
to the Southern. Hundreds of her physicians 
have served with distinction as councilors, 
section officers, essayists, and committeemen. 
Two have served the Association as president 
—Dr. Hugh S. Cummings, 1930, and Dr. 
Oscar B. Hunter, Sr., 1949. 

In consideration of the fact that this meet- 
ing has unusual significance, the Medical 
Society of the District of Columbia is fore- 
going its Annual Scientific Assembly this fall 
and is presenting an outstanding program on 
Monday designated as “D. C. Day.” This pro- 
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Dr. Margaret Mary 


Mr. Joseph H. 
Nicholson Himes 


(Award Winners) 


gram, prepared under the. chairmanship of 
Dr. Marcel J. Foret, will be presented ex- 
clusively by Washington physicians. 

The local Society will also share in the 
General Session Monday night at the May- 
flower when its President, Dr. Ralph M. 
Caulk, will deliver an address. The Society 
will also present its annual awards at this 
Session. Dr. Margaret Mary Nicholson will re- 
ceive the Certificate of Meritorious Service in 
recognition of her “distinguished services to 
the community and the medical profession.” 
Mr. Joseph H. Himes, will receive the So- 
ciety’s John Benjamin Nichols Award for his 
outstanding contributions as a layman to the 
health of the community. The presentations 
of the awards will be followed by a perform- 
ance of the Washington Physicians Symphony 
Orchestra under the baton of Dr. Richard W. 
Dirksen, Director. 


Hundreds of Washingtonians deserve the 
Association’s gratitude as gracious hosts. 
Special recognition, however, is due Dr. Oscar 
Benwood Hunter, Jr., General Chairman on 
Arrangements and his hard-working and en- 
thusiastic Local Committee. More than three 
hundred Washington physicians have been 
working with him for the past year on more 
than forty committees. He has been ably as- 
sisted by an Executive Committee composed 
of Drs. Ralph M. Caulk, Harry Lee Claud, 
our District of Columbia Councilor, Richard 
E. Dunkley and Marcel J. Foret. 


Truly, a great meeting awaits you in Wash- 
ington. 
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RESULTS OF FLUORIDATION 
OF WATER SUPPLIES 


It is a fact that the incidence of dental 
caries is less in those exposed to certain con- 
centrations of fluorine in the water supply 
during childhood. In portions of the middle 
western plains and in the southwestern states, 
millions of persons are subjected to fluorine 
concentrations of 0.9 to 5.1 ppm.* 

In these areas dental fluorosis is endemic, 
characterized by mottled enamel of the teeth. 
This abnormality is an unlikely result if the 
concentration of fluorine does not exceed 1.0 
ppm. At this level the subject actually has a 
daily intake of 1.2 to 1.6 mg. per day, the 
fluorine in food being present only in traces 
to a total of less than a milligram daily. 
Fluorine readily passes through the placenta 
and is stored in bones, enamel and dentin. 
Studies with radioactive fluorine have shown 
that storage may be up to 50 per cent of the 
intake and as a balance is established the 
excretion may run to 70 to 90 per cent of 
intake. The content of calcium, phosphorus 
or other elements is uninfluenced by the 
metabolism of fluorine; excessive chronic in- 
take causes the hypocalcified mottled enamel. 
However, studies in children and young 
adults, in the endemic areas of dental fluoro- 
sis, who have been exposed continuously to 
2.0 to 5.0 ppm., show no increased incidence 
of fractures nor deviation from normal in 
height or body weight. 

Because of the known lower incidence of 
caries in areas of endemic fluorosis, investi- 
gators in the dental field as far back as 1939 
suggested the addition of fluorine to water 
supplies to raise this element to optimum 
levels. Thereby, children might be protected 
to a degree against later caries if subjected 
to fluorides during the years of tooth develop- 
ment. It is those born and raised to about 
age eight in areas with optimum ingestion 
of fluorine who have clearly less caries than 
children in other areas. However, it appears 
from certain studies that some benefit results 
also in those beginning the use of fluoridated 
water after some of the permanent teeth have 


*Parts per million. 


erupted. The ultimate results of the exposure 
to fluoridated water supplies can only be 
evaluated when the subject reaches 10 to 12 
years of age since the crowns of the perma- 
nent molars, the third being excepted, have 
been formed by the eighth year and the 
eruption is complete only by the twelfth or 
thirteenth year. 

The mechanism whereby fluorides produce 
resistance to decay is not known. However, 
it seems that the incorporation of more 
fluoride in the enamel during its develop- 
ment increases its resistance to acids. 


In spite of a great outcry by the public 
and a few physicians, fluoridation of water 
supplies has proceeded apace. Nevertheless, 


- Opposition is still being voiced in some quar- 


ters and in some lay magazines. Therefore 
a recent significant report on the subject is 
worthy of review. 


A 10 year report has appeared on the 
Newburgh-Kingston Caries-Fluorine Study, 
which has been carried out under the aus- 
pices of the New York State Department of 
Health. Newburgh and Kingston, N. Y., are 
cities with a population of 30,000 each sepa- 
rated by 35 miles, on the banks of the Hudson 
River, and having fluoride-deficient water 
supplies. A 10 year study was set up whereby 
Newburgh agreed to fluoridation to the point 
of 1.0 to 1.2 ppm.; Kingston with its water 
supply containing only 0.1 ppm. of fluoride 
was to serve as a control. Base line pediatric 
and dental examinations were done in 1944 
and fluoridation of the Newburgh water sup- 
ply began in May 1945. 

The base line study revealed similar find- 
ings in both communities in the children 
aged 6 to 12 years. In Kingston the rate was 
20.2 DMF* teeth per 100 permanent teeth; 
the Newburgh rate was 20.6. 


In 1951, Ast and associates! reported the 
findings at the end of a 4 year period. At 
that time the DMF per 100 permanent teeth 
had dropped from 20.6 to 13.9 (a reduction 


*DMF includes permanent teeth decayed, missing (lost sub- 

sequent to eruption) or filled. 

1. Ast, D. B., Finn, S. D., and Chase, Helen: Newburgh- 
Kingston Caries-Fluorine Study. III. Further Analysis of 
Dental Findings Including Permanent and Deciduous 
Dentitions After Four Years of Fluoridation, J. Am. 
Dent. A. 42:188, 1951. 
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of 32 per cent) in Newburgh, but remained 
at 20.2 in Kingston, the control area. Caries- 
free first permanent molars had increased 
from 58.9 to 76.9 per 100 first molars in the 
6 to 9 year olds, and from 23.8 to 32.5 in the 
10 to 12 year olds in Newburgh. 


In 1955, a 10 year period of fluoridation 
in the Newburgh water supply had been com- 
pleted and dental examinations, clinical and 
radiographic, were carried out.? In this decade, 
1,519 children aged 6 to 14 years and 109 
aged 16 had been in continuous residence 
in Newburgh; in Kingston, the control, there 
were 2,021 children aged 6 to 14, and 119 
aged 16 years. Examinations were made in 
both cities by the staff senior dentist, and 
the x-ray films were read in the Dental Bu- 
reau office in Albany mixed in such a way 
that the interpreters did not know whether 
the films were from the one city or the other. 
It must be recognized that the 16 year old 
children were 6 years of age when fluoridas 
tion began, at a time when the first perma- 
nent molars began to erupt and the crowns 
of the second molars were almost fully cal- 
cified. 

The results of the findings are highly sig- 
nificant. In Newburgh, in the 6 to 9 year 
olds the DMF was 58 per cent lower, in the 
10 to 12 year olds it was 53 per cent lower, 
at 13 and 14 years it was 48 per cent lower, 
and at 16 was 41 per cent lower than in 
comparable ages in the control city of 
Kingston. 

The first permanent molar, the keystone of 
the dental arch is especially important; erupt- 
ing at an early age it may become carious 
early. The DMF for first molars was 53 per 
cent lower in the 6 to 9 year olds or the 
Newburgh group, 30 per cent lower in the 
10 to 12 year group, and 14 and 4 per cent 
lower in the 13 and 14, and 16 year old groups 
respectively. For this tooth, even more im- 
portant is the fact that in Newburgh at age 
6 to 9 years there were 68 per cent fewer 
untreated carious ones and 8& per cent fewer 
lost than in Kingston. These figures for the 
other age groups are,—10 to 12 years, 45 and 
78 per cent, 13 and 14 years, 26 and 42 per 
cent and for 16 years 41 and 32 per cent 
respectively. 

Another important dental aspect is the 


9 


2. Ast, D. B., and Schlesinger, E. R.: The Conclusion of a 
Ten-Year Study of Water Fluoridation, Am. J. Pub. 
Health 46:265, 1956. 
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protection of the proximal (adjacent) surfaces 
of the teeth. Caries of these surfaces was three 
times greater in the Kingston (control) group. 
In the Newburgh 6 to 9 year olds 25.5 per 
cent had all deciduous cuspids and molars, 
and caries-free, as compared to 4.7 in the 
Kingston group. 

Careful studies for dental fluorosis showed 
no mottling of significance, being unrecog- 
nizable except by the expert. Careful pediatric 
examination and laboratory studies were car- 
ried out in 500 Newburgh and 400 Kingston 
children. Visual and auditory acuity were 
tested. X-ray examinations made of the right 
hand, both knees and lumbar spine were read 
by radiologists who did not know the source 
of the films. All studies revealed no abnormali- 
ties related to fluoridation in the Newburgh 
group. 

In answer to the cry of fluoride intoxica- 
tion it is pointed out that with 1.0 ppm. it 
would take 5 gallons of water daily to provide 
an ingestion of 20 mg. of fluoride. Crippling 
fluorosis, stiffening of the back due to calcifi- 
cation of the broad ligaments of the back, 
requires an intake of 20 to 80 milligrams daily 
for more than 10 to 20 years. (Who drinks 5 
gallons of water daily?) The doubting should 
be reminded of the millions who have grown 
up and lived in some areas of our country 
drinking water containing 1 to 5 ppm. all 
their lives. 


Physicians should know something of this 
subject since they must back up dentists in 
this important public health measure. The 
PTA groups and city councils will look to the 
medical profession to allay fears as to the 
effect of fluoridation on general health, growth 
and development. They must be prepared to 
answer the questions posed. 


IRON METABOLISM IN 
RHEUMATOID ARTHRITIS 


Anemia is a therapeutic problem frequently 
encountered in rheumatoid arthritis. This 
anemia is usually of a normocytic hypochromic 
type; only occasionally is it classical of iron 
deficiency. Despite the hypochromic character 
of the anemia in rheumatoid arthritis, the 
response to the oral administration of iron 
has been completely unpredictable. In a small 
percentage of individuals with characteristic 
iron deficiency anemia, however, response to 
such therapy is satisfactory. 
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The failure of a majority of such indi- 
viduals to respond to orally administered iron 
might be explained by the inadequate ab- 
sorption of the element from the gastroin- 
testinal tract in this disease state, but recent 
studies have not provided evidence to support 
this assumption.! Investigation of the absorp- 
tion of iron from the intestinal tract revealed 
little evidence of impairment as compared 
with that in normal controls given the same 
dose. Some individuals who failed to respond 
to adequate amounts of orally administered 
iron improved after administration of large 
doses of an intravenous preparation of the 
drug. This fact suggests that there exists an 
increase in the systemic demand for iron which 
cannot be supplied by absorption from the 
gut. 

Measurements of plasma iron concentration 
in patients suffering from rheumatoid arth- 
ritis reveal consistently subnormal values, 
more marked in females than in males, al- 
though the iron combining capacity remains 
normal.? Likewise, daily estimations of plasma 
iron after a single injection of the intravenous 
preparation showed that in the majority of 
patients with this disease state the iron was 
cleared within 24 hours, whereas, in normal 
individuals clearance was rarely complete be- 
fore 72 hours.1 This could not be accounted 
for by increased urinary excretion; in fact, 
these individuals were found to excrete a 
smaller proportion of the administered dose 
than the normal controls. 


It has been postulated that in the anemia 
of infection an increased demand for iron by 
the cells of the reticuloendothelial system 
may account for the hypoferremia and the 
rapid clearance of iron from the blood plas- 
ma.’ However, there is nothing known of 
the function that the iron may fulfill in these 
circumstances. It is interesting that the pat- 
tern of derangement of iron metabolism in 
rheumatoid arthritis simulates that of infec- 
tion although there still is no evidence that 
such a pathophysiologic state plays any part 
in the etiology of this disease. 


It is becoming increasingly apparent that 
the fundamental cause of the anemia in 


1. Roy, L. M. H., Alexander, W. R. M., and Duthie, J. J. Ra 
Nature of Anemia on Rheumatoid Arthritis. I. Metabolism 
of Iron, Ann. Rheumat. Dis. 14:63, 1955. 

2. Smith, M. D.: The Value of Estimation of the Serum 
Iron in the Investigation of Anaemia, Glasgow M. J. 
33:309, 1952. 

$3. Cartwright, G. E., and Wintrobe, : Anemia of In- 
fection: A Review, Advances Int. Med. 7 165, 1952. 
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rheumatoid arthritis remains unknown and 
that the role of iron in its correction is still 
unexplained. It appears unlikely that the 
reduction in both hemoglobin concentration 
and red cell count can be explained solely 
by deviation of iron from the hemopoietic 
system. The red cell survival time appears 
to be substantially reduced.! It would appear, 
therefore, that the improvement of the anemia 
following administration of large doses of 
intravenous iron may depend to some extent 
at least on actions other than an increase 
in the amount of iron available to the bone 
marrow. 


It is apparent that further investigation of 
the mechanism of iron metabolism in rheu- 
matoid arthritis seems warranted. Such re- 
search might be instrumental in the delinea- 
tion of the elusive etiology of this bizarre 
disease. 


JOIN US IN WASHINGTON 


This issue carries the complete program 
of the Association’s Golden Anniversary Meet- 
ing in Washington, D. C., November 12-15. It 
is the result of the diligent work of many 
people over a period of many months. While 
hundreds of persons have been involved in 
its preparation, a special tribute is due the 
sixty-two section officers, the general officers, 
the “D. C. Day” Program Committee, the 
Local Committee on Arrangements, and the 
headquarters staff in Birmingham who have 
co-ordinated and assembled the details. 

One seldom finds a four day scientific pro- 
gram of such current interest, variety and 
versatility. The twenty sections of the Scientific 
Assembly will hold forty-seven half-day ses- 
sions in which some three hundred papers 
will be read. Nearly a thousand distinguished 
physicians from over the South and twenty 
guest speakers of national prominence will 
participate as essayists, discussers, panel mem- 
bers and scientific exhibitors. 

The educational value of the program is 
further enhanced and enriched by the excel- 
lent sessions of several conjoint societies meet- 
ing with us. These include the American Col- 
lege of Chest Physicians (Southern and Po- 
tomac Chapters), the Southern Obstetrical 
and Gynecological Society, the Southeastern 
and South Central Regional Committees of 
the College of American Pathologists, the 
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Southeastern Proctologic Society and _ the 
Southern Flying Physicians. 

Two additional features of broad interest 
will be the special “D. C. Day” Program on 
Monday, presented entirely by Washington 
physicians and the popular Geriatrics Sym- 
posium on Thursday morning. Rounding out 
the “scientific side” will be more than two 
hundred scientific and technical exhibits and 
a three day motion picture program. 

Socially, these four days are packed with 


Observations on the Use of B.C.G. Vaccine 
in Nashville, Tennessee* 


“My attention was drawn to this matter in the 
spring of 1927. . . . I obtained from Dr. Calmette 
permission to use it, and obtained a culture... . 

“Dr. William Litterer, bacteriologist for the Ten- 
nessee State Health Department, undertook to grow 
the culture and prepare the vaccine for me. . . . we 
began the use of the vaccine on September 27, 1928. 
I was emboldened to use this additional method of 
attack against tuberculosis because of the fact that it 
had been carefully studied for nearly twenty years 
by Dr. Calmette, of the Pasteur Institute, by the fact 
that Dr. Park had been using it for about eighteen 
months by mouth in infants, by the favorable report 
of Dr. Heimbeck of Oslo, Norway... . 

“In the beginning I advised that it be given by 
mouth to new-born infants who were exposed to tu- 
berculosis and by subcutaneous injection to older 
children and adults who were exposed and on exami- 
nation were found not to have been infected. I soon 
saw that I could reach only a small number of people 
in this way. Having confidence in Calmette’s statement 
that it was free from danger, and considering the 
fact that as children grow older more and more of 
them develop a positive tuberculin test, I began the 
testing of groups of children in institutions and 
schools. At first I used two tests with an interval of 
a week or more. The first test was made with 0.1 mg. 
tuberculin and the second test with 1 mg., but finding 
that only a small number reacted to the larger dose 
and those very slightly, I decided to use only one 
test of 0.5 mg. The cases were divided into positive 
and negative reactors. The negative reactors were given 
0.01 mg. of B.C.G. vaccine subcutaneously in the upper 
arm. In from one to three months in 90 per cent 
of these children a nodule or cold abscess developed. 
Most of these abscesses perforated, drained and healed 
within a few months. . . . Six hundred and seventy- 
five inoculations were made subcutaneously and in 


: *Overton, John: Observations on the Use of B.C.G. Vaccine 
in Nashville, Tennessee, South. M. J. 24:878, 1931. 
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more than twenty major functions—lunch- 
eons, dinners, banquets, alumni reunions and 
smaller get-togethers. The ladies, too, are 
going to enjoy the activities of the Woman’s 
Auxiliary and the gracious hospitality of their 
Washington hostesses. 

Finally, here’s another golden opportunity 
to visit the nation’s capital, rich in medical, 
historic, cultural and educational facilities. It 
is fitting and proper that the Fiftieth Anni- 
versary meeting will be held in Washington. 


from three months to two years 431 were retested with 
1 mg. of tuberculin. Three hundred and forty-nine, 
or 81 per cent, showed a positive test, whereas pre- 
viously they had been negative. Of those who de- 
veloped an abscess 95 per cent showed a positive test. 
Because of the objection to these abscesses, I decided 
to begin the use of Wallgren’s method of giving 
0.1 mg. of B.C.G. vaccine intradermally in the upper 
arm. The intradermal method causes a small local 
reaction with as a rule slight superficial ulceration 
and scaling, which latter continues for three or four 
months. . . . Up to January 1, 1931, I have given 
3,641 intradermal injections, including my own four 
children. Four hundred and four have been retested 
with 1 mg. of tuberculin, and 394, or 97 per cent 
were positive where before they had been negative. 

- - In none of the cases treated have I observed 
constitutional symptoms which seemed to be due to 
the vaccine. Out of over 4,000 injections I have seen 
only five cases in which the adjacent lymph nodes 
were enlarged. Three of these in the axillary region 
suppurated and either opened themselves or were 
opened. All are doing well and there seems to be no 
ill effects following. So far I can find a record of 
only one death from tuberculosis in a case where 
injection had been made. This was in a child three 
years of age who had been exposed to tuberculosis, 
but whose tuberculin test was negative. . . 


“I have also used the vaccine by mouth in 200 new- 
born infants, few of whom, according to the history, 
lived in tuberculous surroundings. This work was 
done in two hospitals and one home for the care of 
pregnant girls. So far I have had no reason to suspect 
trouble in any of these infants from the use of the 
vaccine. I have, however, not been able to obtain an 
autopsy on any of those who died... . 

“. . . Of the small number of babies that I have 
retested following ingestion of the vaccine about 75 
per cent have shown a positive test. Whether it is 
absolutely essential that a test shall be positive in 
order to assume the development of immunity is not 
definitely decided. When the vaccine is used by mouth 
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or by injection it is advisable to remove the patient 
from contact with tuberculosis for six weeks. How- 
ever, there are few communities in which this practice 
can be carried out. 

“My reason for carrying on the work is that for 
many years the presence of an infection with the 
bovine tubercle bacillus has seemed to give protection 
against pulmonary infection with the human type. I 
believe the vaccine is safe if cultured and prepared 
by a competent man. I believe a stronger immunity 
will be developed by the use of living vaccine than 
if the organisms were killed, and that the amount 
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of allergy which develops as a result of the inocula- 
tion will develop protective properties which will 
enable the individual much more readily to combat 
an infection which might gain entrance to his tissues. 


“Summary. . . . In patients inoculated by the intra- 
dermal method you may expect the development of 
allergy in almost 100 per cent of cases. 


“How much protection this gives and how long it 
lasts is still undetermined, though some well controlled 
studies indicate a high degree of protection. Its value 
can be established only by the accumulation of records 
over a long period of time.” 
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reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, MD, 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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RADIOLOGY, Section : 
. 1226 

Programs of Conjoint Societies 
CHEST PHYSICIANS, American College of, 

Potomac and Southern Chapters................ 
OPHTHALMOLOGY, Association for Research in...... 1230 
PATHOLOGISTS, College of American, Southeastern and 

South Central Regional Committees................. 1221 
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C. DAY” PROGRAM............ 1230 
GERIATRICS SYMPOSIUM ..................... 1232 


WHO MAY ATTEND 


_ All scientific activities, meetings and exhibits at the Wash- 
ington meeting will be available to physicians who are mem- 
bers in good standing of their local and state medical so- 
cieties. Those who are not members of the Southern Medical 
Association will show membership card evidencing member- 
ship in their local and state societies. All scientific meetings 
and exhibits will be available to residents, interns, senior and 
junior medical students, technicians and nurses. There is no 
registration fee at Southern Medical Association meetings. 


November 12-15, 1956 


WHO MAY BE MEMBERS 


MEMBERSHIP—The membership of this Association shall 
be limited to white members of the various state and local 
medical societies of the following states, viz.: Alabama, Ar- 
kansas, District of Columbia, Florida, Georgia, Kentucky, 
Louisiana, Maryland, Mississippi, Missouri, North Carolina, 
Oklahoma, South Carolina, Tennessee, Texas, Virginia, West 
Virginia and white medical officers of the United States Army, 
Navy, Public Health Service and Veterans Administration, and 
white American members of the Canal Zone Medical Associa- 
tion and the Puerto Rico Medical Association.—Art. III, Sec. 
1, Constitution. 


DUES—The dues of this Association (which include a year’s 
subscription to the Southern Medical Journal) shall be $10.00 
per year, payable annually.—Extract, Chapter VIII, By-Laws. 


POSTGRADUATE CREDIT 30 HOURS 


Members of the American Academy of General Practice 
may receive a maximum credit of 30 hours on their post- 
graduate requirements by attending this meeting. 


CIVIC AND LUNCHEON CLUBS 


The following clubs of Washington extend a most cordial 
invitation to all members attending the Southern Medical 
Association meeting who are members of these clubs in their 
home city to be their guests. 

Elks Club—Washington Lodge No. 15 B.P.O. Elks—facilities 
of Elks Club, 919 H Street, N.W., Weekly Meeting, Wednes- 
day, November 14. (Telephone DIstrict 7-6811, Mr. Pickrel.) 

Kiwanis Club, Luncheon, Thursday, November 15, 12:00 noon, 
Mayflower Hotel. (Telephone DIstrict 7-3000, Mrs. Norton.) 

Knights of Columbus, facilities of Club, 918 10th Street, N.W. 
(Telephone STerling 3-0564.) 

Lions Club, Luncheon, Wednesday, November 14, 12:15 p.m., 
Mayflower Hotel. (Telephone NAtional 8-8250, Mr. Whiting.) 

National Capital Optimist Luncheon, Wednesday, November 
14, ee Hotel. (Telephone NAtional 8-3683, Dr. 
Neale.) 

Optimist Club—Washington Optimist Luncheon—Tuesday, No- 
vember 13, Mayflower Hotel. (Telephone NAtional 8-3683, 
Dr. Neale.) 

Rotary Club Luncheon, Wednesday, November 14, noon, May- 
flower Hotel. (Telephone DIstrict 7-3000, Mrs. Monroe.) 

Shrine-Almas Temple AAONMS, facilities of Sphinx Club and 
re Room, 1315 K Street, N.W. (Telephone NAtional 
8- 


AMERICAN MEDICAL ASSOCIATION 


The Washington Office extends an invitation to members 
of Southern Medical Association to visit the Washington Of- 
fice of the American Medical Association during the annual 
meeting. Open from nine to five Monday through Friday. 
Dr. Thomas H. Alphin, Director. 


WOMEN PHYSICIANS 


The Women Physicians of the Southern Medical Association 
will hold a breakfast and their forty-second annual business 
session on Monday, November 12, at 9:00 a.m. at the Sheraton- 
Park in the Mural Room. 

The Washington Committee for Women Physicians is Dr. 
Helen Gladys Kain, Chairman; Dr. Margaret M. Nicholson, 
Dr. Shirley Sue Martin, Dr. Elizabeth K. Parker, and Dr. 
Esther A. Nathanson. 


EMERGENCY CALL SERVICE 
REpublic 7-6100 (Washington) 
The Medical Bureau of the District of Columbia Medical 


Society will operate an emergency call service from a booth 
located near the Registration Desk. This valuable service will 
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be for Washington physicians and for all other physicians in 

attendance. Incoming, paid calls only can be handled. There 

telephone booths nearby where outgoing calls can 
made. 


GENERAL HEADQUARTERS 


Registration 


The registration desk will be located in the foyer of the 
Sheraton-Park. Registration hours will be 7:00 a.m. to 6: 
p.m. daily, November 12-15 inclusive. 


Advance Registration for D. C. Physicians 


Members of the Medical Society of the District of Columbia 
will register in advance of the meeting at the Society’s execu- 
tive offices, 1718 M Street, N.W., on Friday and Saturday, 
November 9 and 10. Any members unable to register in 
advance will be registered at a special desk for D. C. phy- 
sicians only in the foyer of the Sheraton-Park during regular 
aeaae hours on Monday, Tuesday, Wednesday and 
Thursday. 


Tickets 


Tickets to all luncheons, alumni and fraternity functions, 
dinners, etc. may be secured in the foyer near the registra- 
tion desk where each group will have a representative. 


Pressroom 
106C-108C, Sheraton-Park 


Mr. James S. Beattie, Washington, D. C., is the Official Pub- 
licity Representative and has direction of the Pressroom. Rep- 
resentatives of the various news media are requested to use the 
services of Mr. Beattie and the members of the Publicity Com- 
mittee composed of the following Washington physicians: 
William B. Walsh, Chairman; C. Willard Camalier, Jr., James 
E. Fitzgerald, Ernest A. Gould, Thomas E. Curtin, Paul R. 
Wilner, William O. Bailey, Jr., Russel S. Page, Jr., and 
Raymond T. Holden. 


Executive Offices, Suite 100-C, Sheraton-Park 


The office of the Executive Secretary and staff will be open 
from 6:00 a.m. to 10:00 p.m. daily, November 8-15 inclusive. 


ALUMNI AND FRATERNITY REUNIONS 


The following medical schools and fraternities have arranged 
for luncheons or dinners. Further information and tickets to 
these events may be obtained in the lobby of the Sheraton- 
Park Hotel near the Association registration desk where each 
will have a_ representative. 


MeEpiIcaAL COLLEGE OF ALABAMA ALUMNI AsSOcIATION, Birming- 
ham, Alabama, Tuesday, November 13, dinner, 6:30 p.m., Ted 
Lewis Restaurant, 2655 Connecticut Avenue, Guest Speaker, 
Dr. George T. Pack, New York City, New York. Dr. George 
C. Douglas, Secretary-Treasurer, Birmingham, Alabama. 


Universiry OF ARKANSAS SCHOOL OF MEDICINE, Little Rock, 
Arkansas, Tuesday, November 13, cocktails and dinner, $7.50 
per person, Park Room, Shoreham Hotel, Dr. Arnold H. 
Gould, Chairman, Washington. 


Duke Universiry ScHoot oF Méepicinz, Durham, North 
Carolina, Tuesday, November 13, dinner, Hotel 2400, $5.00 
per person. Please make reservations with the Secretary, Dr. 
T. L. Peele, Box 3811, Duke Hospital, Durham, North Caro- 
lina, Dr. Thomas A. Gonder, Chairman, Washington. 


Emory UNiverstry ScHOoL OF MEDICINE, Emory University, 
Georgia, Tuesday, November 13, dinner. 


GEORGETOWN UNIversiry SCHOOL OF MeEpicINE, Washington, 

C., Monday, November 12, luncheon, 12:00 noon, Bur- 

gundy Room, Sheraton-Park, Dr. William B. Walsh, Chair- 
man, Washington. 


GEORGE WASHINGTON UNIvERSITY SCHOOL OF MEDICINE, Wash- 
ington, D. C., Monday, November 12, luncheon, 12:00 noon, 
Continental Room, Sheraton-Park, Dr. Donald H. Leeper, Jr., 
Chairman, Washington. 


MepicaL CoLLece oF Georcia, Augusta, Georgia, Tuesday, 
November 13, cocktails, Sheraton-Park, Dr. Alex R. Kelly, 
Chairman, Washington. 


Jouns Hopkins UNiversiry ScHoot oF Mepicine, Baltimore, 
Maryland, Tuesday, November 13, cocktails and dinner, May- 


flower Hotel, Dr. Richard H. Todd, Chairman, Washington. 


OCTOBER 1956 


UNiversiry OF LouIsvILLE SCHOOL OF MEDICINE, Louisville, 
Kentucky, Tuesday, November 13, cocktails and buffet dinner, 
6:30 p.m., Pan American Room, Statler Hotel, Dr. Theodore 
Coleman, Chairman, Washington. 


UNIVERSITY OF MARYLAND SCHOOL OF MEDICINE, Baltimore, 
Maryland, Tuesday, November 13, cocktail party, Dr. Leo T, 
Brown, Chairman, Washington. 


UNIVERSITY OF PENNSYLVANIA MEDICAL SCHOOL, Philadelphia, 
Pennsylvania, Tuesday, November 13, dinner, 6:30 p.m. 
Kennedy-Warren Hotel, Dr. John A. Reisinger, Chairman, 
Washington. 


Mepicat or SoutH Caro.ina, Charleston, South 
Carolina, Tuesday, November 13, cocktails and dinner, 6:30 
p.m., Mural Room, Sheraton-Park, Dr. Tom Peery, Chairman, 
Washington. 


UNIVERSITY OF TENNESSEE COLLEGE OF MEDICINE, Memphis, 
Tennessee, Tuesday, November 13, luncheon, noon, Palladian 
Room, Shoreham Hotel, Dr. James J. McFarland, Chairman, 
Washington. 


University oF Texas Mepicat Brancu, Galveston, Texas, 
Dr. Earl B. Barnes, Chairman, Washington. 


TuLane UNtversiry SCHOOL OF MEDICINE, New Orleans, Lou- 
isiana, dinner. 


VANDERBILT UNtversiTy SCHOOL OF MepicINE, Nashville, Tenn- 
essee, Tuesday, November 13, dinner, East Room, Mayflower 
Hotel, Dr. Daniel Blain, Chairman, Washington. 


UNIVERSITY OF VIRGINIA DEPARTMENT OF MeEpiIcINE, Charlottes. 
ville, Virginia, Tuesday, November 13, banquet, Kennedy- 
Warren Hotel, Dr. Robert B. Nelson, Chairman, Washington. 


ALUMNI ASSOCIATION MEDICAL COLLEGE OF VIRGINIA, Rich- 
mond, Virginia, cocktail party, Dr. J. Spencer Dryden, Chair- 
man, Washington. 


WASHINGTON UNIVERSITY SCHOOL OF MEDICINE, St. Louis, Mis- 
souri, Tuesday, November 13, cocktail party, 5:00 to 7:00 p.m., 
Chinese Room, Mayflower Hotel, Brigadier General Louis H. 
Renfrow, Chairman, Washington. 


(More complete infor: will be carried in the final pro- 
gram. Additional groups are expected to plan a reunion in 
connection with the meeting.) 


A BRIEF HISTORY OF THE MEDICAL 
SOCIETY OF THE DISTRICT OF COLUMBIA 


The original Medical Society, organized in 1817, was by 
its Congressional charters enacted in 1819 and 1838 limited 
in its functions and powers to the promotion and dissemina- 
tion of medical and surgical knowledge and the maintenance 
of a board for the licensing of medical practitioners in the 
District. The Medical Association was formed in 1833 for the 
definite purpose of establishing a fee schedule and a code of 
ethics. Although composed of much the same membership, 
these two organizations, the Society and the Association, con- 
tinued down to 1911 as two parallel but independent and 
complementary bodies. When merged in 1911 the powers and 
functions of both the original Society and Association were 
continued and projected alike and coordinately into what was 
really a new and enlarged organization, the present Society. 

The Society’s present home building at 1718 M Street, N.W., 
was completed in 1921. In gratitude to Dr. Edward Young 
Davidson, through whose initiative the building was erected, 
the Medical Society, in 1929, established an endowment to 
provide for biennial memorial lectures in his name. 

Aid in furnishing and decorating the Society’s building has 
been rendered by the Woman’s Auxiliary to the Society since 
its formation in 1925. The Auxiliary has in many other ways 
cooperated with the Society by giving generously both moral 
and financial support to its activities. 

Beginning with the year 1929, the Society has held ANNUAL 
SCIENTIFIC ASSEMBLIES combining scientific and social 
activities. Two features have become highlights of these AS- 
SEMBLIES, the awarding of Certificates for Meritorious Service 
to members (since 1941), and the presentation of the John 
Benjamin Nichols Award, instituted in 1953, to recognize the 
contribution of a lay person or organization. 

In 1932 the MEDICAL ANNALS OF THE DISTRICT OF 
COLUMBIA was established as the official publication of the 
Medical Society. 

In 1935 the Medical Society took the lead in establishing 
two organizations, the Central Admitting Bureau and the 
Medical-Dental Service Bureau. Both agencies were dedicated 
to bringing medical care and hospitalization to the 
sick, regardless of ability to pay, and to assist doctors to serve 
the medically indigent and the low-income group without fear 
of exploitation. In 1938 Health Security Administration ab 
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sorbed both agencies and their functions, and in 1949 the 
name of the organization was changed, more appropriately, to 
Hospital Service Agency. 

Mr. Theodore Wiprud took over the duties as first full-time 
lay secretary of the Society on June 1, 1938. 

Medical Bureau, the Society’s 24-hour telephone answering 
service, open on December 2, 1940; it provides telephone 
secretarial service for physicians, and furnishes names of phy- 
sicians and general medical information to the public. 

Medical Service of the District of Columbia, Washington's 
Blue Shield Plan, was conceived to spread the costs of cata- 
strophic illnesses by means of prepayment. Developed by the 
Medical Society's Committee on Medical Care, it began to 
function in April, 1948, under the administration of Group 
Hospitalization, Inc. Its subscribers now exceed a half-million. 

Sixteen physicians met in 1817 to organize what has become 
the Medical Society of the District of Columbia; it now numbers 
2,064 members. Its members have volunteered for service in 
three major and several minor wars, and acquitted themselves 
with great credit to both their country and to the Society. 

The entire lifetime of the Medical Society has been com- 
prised within the period of the greatest scientific and material 
advances that have taken place in the past sesqui-century. It 
continues to function, as it began, for “the promotion of the 
science and art of medicine and sanitation and the common 
interests of its members and the public.”’ 


GOLDEN ANNIVERSARY CELEBRATION 


The Southern Medical Association will have a Golden 
Anniversary Celebration in Chattanooga at The Read House, 
October 2-3, 1956, fifty years to the day from the time it was 
born. The program for the Celebration will be historical, 
informational and inspirational. The Celebration will begin 
with a dinner meeting on Tuesday evening and conclude with 
a session Wednesday forenoon. 

A highlight of the Tuesday evening session will be an ad- 
dress, ‘Fifty Years of Medicine in the South,” by Dr. R. L. 
Sanders, Memphis, Tennessee, immediate Past-President of the 
Southern Medical Association. Dr. Sanders graduated from 
a medical school in Nashville in 1906, his professional life 
running concurrently with the Southern Medical Association. 
Dr. Dwight H. Murray, Napa, California, President of the 
American Medical Association, will represent the American 
Medical Association on this Tuesday evening program. Recog- 
nition will be given to those who had a part in the organiza- 
tion of the Association. A feature of the Wednesday morning 
session will be the presentation of a plaque to The Read 
House commemorating the birth there fifty years before. 

The group assembled that Tuesday, October 2, 1906, in a 
resolution urging the organization of a Southern Medical As- 
sociation closed with an invitation ‘“‘to join with us in making 
this one of the most influential and important bodies of 
medical men in the United States.” Truly the vision of the 
founding fathers fifty years ago has been fully realized. For 
today the Southern Medical Association is recognized the world 
over as “one of the most influential and important bodies of 
medical men in the United States.” 


A most cordial invitation is extended to physicians in the 
South to attend and participate in this Golden Anniversary 
Celebration. 


THE 1923 D. C. MEETING 


The 1956 meeting is the second one held in the Nation's 
Capital, the first one being held in Washington, November 
12-15, 1923. Headquarters was the Willard Hotel, with six 
additional hotels providing housing and meeting rooms. 

The General Chairman on Arrangements was Dr. Thomas 
A. Groover of Washington. Officers of the Medical Society 
of the District of Columbia at the time of this meeting were: 
Dr. Luther H. Reichelderfer, President; Dr. J. Russell Ver- 
brycke, Jr., First Vice-President; Dr. Coursen B. Conklin, 
Recording Secretary; Dr. Prentiss Willson, Corresponding Sec- 
retary; and Dr. E. G. Seibert, Treasurer. 


Officers of the Southern Medical Association at the 1923 
meeting were: Dr. W. S. Leathers, President, Jackson, Mibssis- 
Sippi; Dr. L. T. Royster, First Vice-President, Charlottesville, 
Virginia; Dr. John B. Steele, Second Vice-President, Chatta- 
nooga, Tennessee; Mr. C. P. Loranz, Secretary-Manager, Bir- 
mingham, Alabama. 

A special feature of the 1923 meeting was the receiving of 
the ladies by Mrs. Calvin Coolidge at a White House recep- 
tion on Thursday, November 15, at 11:45 a.m. Later, President 
Coolidge welcomed the group of 1,200 from the South Portico 
and was photographed with the physicians and their wives. 


SOUTHERN FLYING PHYSICIANS 


Luncheon and Program 


The Southern Flying Physicians, organized in Houston last 
year, will hold a luncheon Tuesday, November 13, in the 
Jefferson Room of the Mayflower. A scientific program will 
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follow in the North Room. A block of rooms has been reserved 
at the Mayflower for this group. Arrangements have been made 
with the Butler Aviation Corporation for hangar service at 
the Washington National Airport. Further information on 
Southern F!ying Physicians available from Dr. Sam Sullen- 
berger, President, Dandridge, Tennessee. 


GERIATRICS SYMPOSIUM 


The special Symposium on Geriatrics, initiated so success- 
fully at the Houston Meeting last year, will be presented again 
this year. The Symposium, moderated by Dr. Milford O. 
Rouse of Dallas, Texas, will be held Thursday morning in 
the Continental Room of the Sheraton-Park beginning at 
9:00 a.m. Program appears on page 75. 


GOLF TOURNAMENT 


The thirty-third annual golf tournament for men of the 
Southern Medical Association will be held, weather permitting, 
at the Kenwood Golf and Country Club, Bethesda, Maryland, 
on Monday, November 12. Tournament play will consist of 
one eighteen hole round of medal play and entrants are 
privileged to piay any time Monday. The score cards for the 
tournament round will be obtained from the Committee and 
turned in after the tournament. It will facilitate handicapping 
if participants will bring a statement of their club handicap 
with them. Each golfer is requested to wear the official badge 
for identification when visiting the golf club. All golfers are 
urged to bring their own clubs. 

The three major trophies to be played for this year, which 
must be won three times by the same golfer, are the Daily 
Oklahoman and Times Cup, in play since 1938, for low gross, 
junior class (physicians under 50 years of age); the Miami 
Daily News Cup, in play for the fourth time, for low gross, 
senior class ge eng over 50 years of age); and the Dallas 
Morning News Cup, in play since 1925, handicap for low net. 

All participants in this golf tournament must be properly 
registered at the Southern Medical Association registration 
headquarters and wear the official badge to be accorded priv- 
oto of the Kenwood Golf and Country Club. Greens fee 


Dr. Richard H. Fischer, Chairman, Golf Committee; Dr. 
Franklin Kreuzberg, Dr. William J. Evans, Dr. Arthur A. 
Morris, Dr. Howard P. Parker and Dr. William F. Luckett. 


SCIENTIFIC EXHIBITS 
Allergy 


HENRY D. OGDEN, Department of Medicine, Louisiana 
State University School of Medicine, New Orleans, Louisiana: 
Headache—Practical Aspects. 


ROBERT E. RYAN, St. Louis, Missouri: Vascular Headache- 
Symptomatic Treatment. 


Anesthesiology 


ORAL B. CRAWFORD, Springfield, Missouri: Postgraduate 
Education in Anesthesia for the Part-time Anesthesiologist. 


Dermatology and Syphilology 


JAMES W. BURKS, JR., Tulane University Medical School, 
New Orleans, Louisiana: Wire Brush Surgery. 


JOSEPH M. HITCH, Raleigh, North Carolina: The Use of 


Liquefied Gases in the Treatment of Skin Disorders. 


HARRY M. ROBINSON, JR., RAYMOND C. V. ROBINSON, 
and JOHN F. STRAHAN, University of Maryland School 
of Medicine, Baltimore, Maryland: Tranquilizing Drugs in 
Dermatology. 


MURRY M. ROBINSON, Washington, D. C.: Removal of 
Cosmetic Defects by Dermabrasive Surgery. 


Gastroenterology 


J. EDWARD BERK and HOWARD FEIGELSON, Sinai Hos- 
pital of Detroit and Wayne State University College of Medi- 
cine, Detroit, Michigan: The Current Status of Intravenous 
Cholecystography and Cholangiography. 


N. C. HIGHTOWER, A. C. BRODERS, JR., R. D. HAINES, 
J. F. McKENNEY, A. W. SOMMER, Scott and White 
Clinic, Temple, Texas: Chronic Ulcerative Colitis: Diagnostic 
and Therapeutic Considerations. 


GORDON McHARDY, R. J. McHARDY, and CLAUDE 
CRAIGHEAD, Louisiana State University School of Medicine 
and Browne-McHardy Clinic, New Orleans, Louisiana: Ero- 
sive Esophagitis. 


56 
lle, 
er, 
ore 
re, 
iia, 
m., 
an, 
uth 
an, 
his, 
lian 
an, 
xas, 
ywer 
ttes- 
edy- 
ton. 
.ich- 
hair- 
Mis- 
pro- 
nm 
s by 
mited 
hance 
| 
nt to 
g has i 
NUAL 
social 
e AS- 
service 
John 
ze the 
T OF 
of the 
lishing 
d the 
dicated 
needy 
> serve 
at fear 
yn ab- 


1204 


E. CLINTON TEXTER, JR., JOSEPH H. STICKLEY, North- 
western University Medical School, Chicago, Illinois: Intra- 
luminal Pressures from the Upper Gastrointestinal Tract. 


General Practice 


LESTER S. BLUMENTHAL and MARVIN FUCHS, George 
Washington University Hospital, Washington, D. C.: Chronic 
Headache. 


GEORGE COOPER, JR., EDWARD P. CAWLEY and WIL- 
LIAM H. MELTON, University of Virginia Hospital and 
Medical School, Charlottesville, Virginia: Collagen Diseases. 


NORMAN H. DAVIS and GEORGE COOLEY, Sears-Roebuck 
Foundation, Chicago, Illinois: Medical Practice Facilities. 


R. A. DAVISON, University of Tennessee College of Medicine, 
Memphis, Tennessee: A Medical School Department of Gen- 
eral Practice. 


BENJAMIN MANCHESTER, George Washington University, 
and D. C. General Hospital, Washington, D. C.: Antico- 
agulant Therapy Controlled by a Simple Blood Prothrombin 
Test. 


WILLIAM M. McCORD and J. C. AULL, Medical College of 
South Carolina, Charleston, South Carolina: Demonstration: 
Rapid Estimation of Serum Protein Fractions. 


FRANK REGNIER, U. S. Army Medical Service, Washington, 
D. C.: Army Internship and Residency Training Programs. 


Gynecology 


I. PHILLIPS FROHMAN and MRS. I. PHILLIPS FROHMAN, 
Washington, D. C.: Treatment of Cervical Erosion. 


CLARENCE J. GAMBLE, Des Moines, lowa: Human Steriliza- 
tion. 


KARL JOHN KARNAKY, Leucorrhea Research Institute, 
Houston, Texas: That Constant Annoying Trichomonas 
Vaginalis Infection. 


JOSEPH W. KELSO and JOSEPH W. FUNNELL, University 
of Oklahoma School of Medicine, Oklahoma City, Oklahoma: 
Surgical Management of Carcinoma of the Cervix. 


Medicine 


HARRY E. BANGHART and RICHARD K. D. WATANABE, 
Germantown Hospital, Philadelphia, Pennsylvania: Cortico- 
tropin Zinc Hydroxide in the Collagen Diseases. 


Cc. H. CARTER, Florida Farm Colony, Gainesville, Florida: 
New Indications for Methylphenidate. 


FRANCIS E. COUNCIL, CHAPMAN H. BINFORD, LAW- 
RENCE L. SWAN, Armed Forces Institute of Pathology, 
Washington, D. C., and USPHS Hospital, New Orleans, 
Louisiana: Leprosy. 


JOSEPH C. EDWARDS, Washington University Medical School, 
Barnes Hospital and St. Lukes Hospital, St. Louis, Missouri: 
Medical Management of Hypertension. 


CARROLL A. HANDLEY, JOHN H. MOYER, RICHARD 
A. SEIBERT, Baylor University College of Medicine, Hous- 
ton, Texas: A Chromatographic Analysis of the Excretory 
Products of a Mercurial Diuretic. 


we LIAM L. HOWELL, 
D. C.: Angiocardiography. 


PAUL KIERNAN, Washington Clinic, Washington, D. C.: 
Hyperparathyroidism. 


ARTHUR P. KLOTZ, University of Kansas Medical Center, 
Kansas City, Kansas: Depression of Gastric Secretion by 
N-ethyl-3-Piperidyl Benzilate Methobromide. 


JOHN H. MOYER, RALPH V. FORD, EDWARD W. DEN- 
NIS, COLEMAN CAPLOVITZ, ROBERT McCONN, Baylor 
University College of Medicine, Houston, Texas: Mecamyl- 
amine and the Medical Management of Hypertension. 


WILLIAM P. MURPHY, JR., Chairman, Exhibit Committee, 
American Association of Blood Banks, Miami, Florida: Ameri- 
can Association of Blood Banks. 


BERNARD H. OSTROW, DANIEL STEINBERG, HOWARD 
E. TICKTIN, and JOHN M. EVANS, George Washington 
University Hospital and The Metabolic Laboratory of the 
National Heart Institute, Silver Spring, Maryland: Glutamic- 
Oxaloacetic Transaminase (GOT) In Myocardial Infarction. 


ROBERT A. PETERMAN and OSCAR DAVIS, Stritch College 
of Medicine, Loyola University, Chicago, Illinois: The Im- 


Washington Clinic, Washington, 
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provement in Laxative Action by Adding Diacetyldioxy- 
phenylisatin to the Stool-softener Diocetyl Sodium Sulfocuc- 
cinate. 


MAURICE PROTAS and WILLIAM KIRSTIN, Washington, 
D. C.: Oral Medication for the Treatment of Diabetes. 


MONROE J. ROMANSKY, CHARLES D. COOPER, WARREN 
E. WACKER, Medical Service, George Washington University 
Hospital and Department of Medicine, George Washington 
University School of Medicine, Washington, D. C.: The Use 
of Enzymes on Surface Lesions. 


Neurology 


FRANK O. BORDEN, JR., GEORGE W. ANDERSON, and 
DAVID CLARK, National Institutes of Health, Bethesda, 
Maryland, and Johns Hopkins University Medical School and 
Hospital, Baltimore, Maryland: A Comprehensive Attack on 
Cerebral Palsy. 


wae HUERTAS, FRANCIS M. FORSTER, and DESMOND 
S. O'DOHERTY, Georgetown University Medical Center, 
Washington, D. C.: Temporal Lobe Suppressor Seizures. 


JOHN D. SCHULTZ and JOSEPH F. FAZEKAS, D. C. Gen- 
eral Hospital, Washington, D. C.: Symptomatic Control of 
the Acutely Disturbed Patient with Promazine. 


Obstetrics 
SAMUEL MAYER DODEK, Washington, D. C.: 
Obstetric Art. 


LEON GREENWALD, Lutheran Hospital of Maryland, Inc., 
Baltimore, Maryland: Safe Obstetrical Anesthesia—5,000 Cases 
Without a Death. 


Incunabula; 


Ophthalmology and Otolaryngology 


MURDOCK EQUEN, GEORGE ROACH, ROBERT BROWN, 
and TRUETT BENNETT, Ponce de Leon Infirmary, At- 
lanta, Georgia: Cancer of the Larynx. 


J. H. KING, JR., and JACK W. PASSMORE, Walter Reed 
Army Hospital and Washington Clinic, Washington, D. C.: 
The Newer Corticosteroids in Ophthalmology. 


R. H. RIGDON, T. M. FERGUSON, RUSSELL COUCH, 
Medical Branch University of Texas, Galveston, Texas, and 
A & M College, College Station, Texas: Cataracts in Vitamin- 
E-Deficient Turkey Embryos. 


Orthopedic and Traumatic Surgery 


JACOB KULOWSKI, Missouri Methodist Hospital and St. 
Joseph's Hospital, St. Joseph, Missouri: Motor Vehicle Crash 
Injuries (Orthpaedic Aspects). 


WILLIAM K. MASSIE, Lexington, ogy Functional Fixa- 
tion of Intracapsular Fractures of the Hip. 


GARRETT PIPKIN and DONALD K. PIPER, Kansas City, 
Missouri: Treatment of Dislocation of the Hip Associated 
with Fracture of the Head of the Femur. 


ALFRED J. SURACI, Providence Hospital and Sibley Memorial 
Hospital, Washington, D. C.: Immediate Repair of Trau- 
matic Injuries and Reconstruction of Congenital Anomalies. 


Pathology 


C. de CHENAR, Austin State Hospital, Austin, Texas: New 
“Polymetachromatic’”’ Histological Method—Demonstration of 
Regressive Changes in Intracranial Tumors. 


Pediatrics 


MORTEN B. ANDELMAN, L. A. NATHAN, H. GERBER, 
and L. BRESLOW, Chicago, Illinois: A Clinical Evaluation 
of a New Anticolic Therapeutic Agent. 


B. H. WILLIAMS and C. J. CRAMM, JR., Scott & White 
Clinic, Temple, Texas: Adhesions of Labia Minora: Treat- 
ment with Topical Estrogenic Ointment. 


GRANT TAYLOR, WATARU W. SUTOW, HUBERT L. 
RIED, and MARGARET P. SULLIVAN, University of Texas, 
M. D. Anderson Hospital and Tumor Institute, Houston, 
Texas: Childhood Cancer. 


Physical Medicine and Rehabilitation 
EVERETT J. GORDON, Orthopedic and Prosthetics Apelaas 
Clinic, Veterans Administration, Washington, D. Ad- 
vances in Amputation Prostheses. 


HART E. van RIPER, Poliomyelitis 
versity of Michigan, Ann Arbor, Michigan: N. F. I. P. 


Rehabilitation of Poliomyelitis with Respiratory Involvement. 
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Proctology 


R. S. SMITH, G. W. AULT, and A. F. CASTRO, Proctology 
Clinic of Washington, Washington, D. C.: Extended Resec- 
tion for Cancer of Distal Colon and Rectum. 


Public Health 


R. F. KAISER, National Cancer Institute, Bethesda, Maryland: 
Vaginal Cytology. 


IRVIN KERLAN and JOHN P. MONAHAN, Food and Drug 
Administration, Washington, D. C.: 50 Years of FDA Health 
Protection for You and Your Patient. 


Radiology 


ADOLPH FRIEDMAN, Washington, D. C.: Medical Applica- 
tions of Radioisotopes. 


BRIT B. GAY, JR., JOSEPH CHANG, Emory University 
Hospital, Emory University, Georgia: Radiologic Study of 
Diseases of the Larynx and Pharynx. 


. R. MAXFIELD, JR., JACK G. S. MAXFIELD, WM. S. 
MAXFIELD, Texas Radiation and Tumor Institute and 
Maxfield Clinic Hospital, Dallas, Texas: The Use of Radio- 
active Phosphorus and Testosterone in the Treatment of 
Bone Metastasis from Carcinoma of the Breast and Prostate. 


S. F. WILLIAMS, U. S. Naval Hospital, National Naval Medi- 
cal Center, Bethesda, Maryland: Clinical Diagnostic Studies 
Utilizing Radioisotopes. 


Surgery 


JOHN P. ADAMS, Piedmont Orthopedic Society, Washington, 
D. C.: Fractures of the Distal Radial Shaft—Mistakes in 
Management. 


WILLIAM O. BARNETT, University of Mississippi School 
of Medicine, Jackson, Mississippi: Experimental Nylon Aortic 
Grafts: Late Results. 


HOUCK E. BOLTON, HARRY GOLDBERG, and DANIEL 
F. DOWNING, Bailey Thoracic Clinic and Hahnemann Hos- 
pital and Medical College, Philadelphia, Pennsylvania: Re- 
pair of Interatrial Septal Defects by the Closed Method 
(Atrio-Septo-Pexy). 


W. RALPH DEATON, JR., Cone Memorial Hospital, Greens- 
boro, North Carolina: Surgical Therapy for Congenital 
Thoracic Lesions. 


McCARTHY DeMERE, University of Tennessee Medical 
School, Memphis, T : Plastic and Reconstructive 
Surgery. 


JOHN W. DEVINE, JR., and J. W. DEVINE, Lynchburg 
General Hospital, Virginia Baptist Hospital and Memorial 
Hospital, Lynchburg, Virginia: Intestinal Obstruction: Recent 
Advances in the Diagnosis and Treatment. 


W. S. FLANAGIN, Medical College of Georgia, Augusta, 
Georgia: Plastic Surgery for Defects of the Mid-Face. 


JOHN B. FLOYD, JR., RUFUS ALLEY, BERNARD ROSEN- 
BERG, and CHRISTOPHER SOUTHWICK, St. Joseph 
Hospital, Lexington, Kentucky and 380 A.F.B. Hospital, 
Keesler Field, Mississippi: Rectal Prolapse Repair—The Orr 
Technique. 


BELA HALPERT, ETHEL E. ERICKSON, and FERENC 
GYORKEY, Veterans Administration Hospital, and Baylor 
University College of Medicine, Houston, Texas: Occlusion 
of a Coronary Artery. 


JAMES D. HARDY, JOHN O. DAMPEER, JR., University 
of Mississippi Medical Center, Jackson, Mississippi: Some 
Unusual Tumors. 


JOHN M. KESHISHIAN, OWEN GWATHEMY, GEORGE 
B. KELSER, BRIAN BLADES, George Washington Univer- 
sity School of Medicine, Washington, D. C.: Percutaneous 
Transthoracic Left Heart Catheterization. 


WILLIAM K. SWANN, JACOB T. BRADSHER, JR., GEORGE 
RODRIGUEZ, St. Mary’s Memorial Hospital, Knoxville, Ten- 
nessee: Aortic Stenosis—Diagnosis and Treatment. 


HARWELL WILSON, E. H. STORER, and E. E. BRAMLITT, 
University of Tennessee College of Medicine and Baptist 
om gue Memphis, Tennessee: Strictures of the Common 
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W. M. COPPRIDGE, L. C. ROBERTS, JACK HUGHES, and 
VIRGIL I. MANN, Watts Hospital, Durham, North Carolina 
and University of North Carolina, Geology Department, 
Chapel Hill, North Carolina: Analysis of Urinary Calculi 
by Optical Crystallography. 


A. L. GOLDSTEIN, BENJAMIN S. ABESHOUSE, MORTON 
GOLDFARB, CAFER YILDIRAN, HANNAH  SILBER- 
STEIN, Hoffberger Urological Research Laboratory, Sinai 
Hospital, University of Maryland Medical School, Baltimore, 
Maryland: Bladder Substitutes: Experimental Study in Dogs. 


JOSEPH W. HOOPER, JR., and R. B. HARE, JR., Babies 
Hospital, Wilmington, North Carolina: Bladder Neck Ob- 
struction in Infants. 


SAM G. JAMESON, J. SCHULER McKINNEY, and J. O. 
COOPER, El Dorado, Arkansas: Pediatric Urology. 


MOTION PICTURES 


The following films will be included in the program of 
medical motion pictures to be presented Tuesday, Wednesday 
and Thursday. The program will be continuous and will have 
definite request periods scheduled. 


“Safe Obstetric Anesthesia,” LEON GREENWALD, Baltimore, 
Maryland 


“Plastic Reconstruction of Agenesis of the Vagina,” ALFRED 
J. SURACI, Washington, D. C. 


“Abdominal Hysterectomy,” JOSEPH W. KELSO, Oklahoma 
City, Oklahoma 


“Principles of Respiratory Mechanics—Part II,” HART E. 
van RIPER, Medical Director, The National Foundation 
for Infantile Paralysis, New York, New York 


“Lung Cancer: The Problem of Early Diagnosis,” NATIONAL 
CANCER INSTITUTE, Bethesda, Maryland 


“Modern Concepts of Epilepsy,” Ayerst Laboratories, New 
York, New York 


“Active Management of Disability in the Aged,”’ Pfizer Labora- 
tories, Brooklyn, New York 


“A New Drug for the Management of Acutely Disturbed 
States,” Wyeth Laboratories, Philadelphia, Pennsylvania 


“Fractures of the Leg and Ankle,” VETERANS ADMINIS- 
TRATION, Department of Medicine and Surgery, Wash- 
ington, D. C. 


“Functional Fixation of Intracapsular Fractures of the Femur,” 
WILLIAM K. MASSIE, Lexington, Kentucky 


“Flexion Exercises for Low Back Mechanical Disorders,’”’ VET- 
ERANS ADMINISTRATION, Department of Medicine and 
Surgery, Washington, D. C. 


“Replacement of the Proximal Humerus and Distal Radius 
with Fibular Bone Graft,” ROBERT A. MURRAY and 
= H. BRINDLEY, Scott and White Clinic, Temple, 

‘exas 


“Replacement of Abdominal Aorta with Homotransplant,” 
VETERANS ADMINISTRATION, Department of Medi- 
cine and Surgery, Washington, D. C 


“Total Right Hepatic Lobectomy,”” GEORGE T. PACK, New 
York, New York 


“Pectus Excavatum—Surgical Repair,” BRIAN BLADES, 
Washington, D. C. 


“Wire Brush Surgery,”” JAMES W. BURKS, JR., New Or- 
leans, Louisiana 


“Urinary Infections—Bacteriology, Pathology, Treatment,” 
GRAYSON CARROLL, St. Louis, Missouri 


“Ureterocalyostomy,” SAM G. JAMESON, El Dorado, Ar- 
kansas 


“A Simplifed Technique of Ureterosigmoid y,” W. CAL- 
HOUN STIRLING, Washington, D. C. 


“Experimental Study in Dogs: 
. Bladder Substitute, II. Ureteral Substitutes,’"” ALBERT 
E. GOLDSTEIN, Baltimore, Maryland 
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COMMITTEE ON ARRANGEMENTS, 
WASHINGTON 


General Chairman—Dr. Oscar B. Hunter, Jr. 


Executive Committee—Dr. Oscar B. Hunter, Jr., Chairman: 
Dr. Ralph M. Caulk, Dr. Harry Lee Claud, Dr. Richard 
E. Dunkley and Dr. Marcel J. Foret. 


Advisory Committee—Dr. Charles §. White, Chairman; Dr. 
Walter A. Bloedorn, Dr. George W. Calver, Dr. Francis M. 
Forster, Dr. Leonard D. Heaton and Dr. H. Lamont Pugh. 


Membership Committee—Dr. Alan Frank Kreglow, Chairman; 
Dr. Robert H. Barter, Dr. William F. Burdick, Dr. James 
W. Choate, Dr. Milton C. Cobey, Dr. Karl C. Corley, Dr. I. 
Phillips Frohman, Dr. Herbert S. Gates, Dr. Valentine M. 
Hess, Dr. Shirley Sue Martin, Dr. Clyde P. Reeves, Dr. 
Duane C. Richtmeyer, Dr. William T. Spence, Dr. Homer 
King Vann and Dr. Roger S. Williams. 


Publicity and Radio—Dr. William B. Walsh, Chairman; Dr. 
Cc. illard Camalier, Jr., Dr. James E. Fitzgerald, Dr. 
Ernest A. Gould, Dr. Thomas E. Curtin, Dr. Paul R. Wilner, 
Dr. William O. Bailey, Jr., Dr. Russel S. Page, Jr., and Dr. 
Raymond T. Holden. 


Information Committee—Dr. August Kramm, Chairman; Dr. 
Raymond F. Chinn, Dr. Raymond A. Osbourn, Dr. James 
H. Scully, Dr. Roger S. Williams, Dr. David M. Nolan, Dr. 
ae H. McCune, Dr. James S. Stanton and Dr. Albert I. 
obins. 


Scientific Exhibits—Dr. Arthur A. Morris, Chairman; Dr. 
Preston A.-McLendon, Dr. Willard P. McNeill, Dr. Eugene 
S. Gladsden, Dr. W. Robert Perkins, Jr., Dr. I. Phillips 
Frohman, Dr. Richard H. Fischer, Dr. Robert C. Rush 
and Dr. Austin B. Rohrbaugh, Jr. 


Scientific Motion Pictures—Dr. Brooks G. Brown, Chairman; 
Dr. John H. Bayly, Dr. Charles E. Woodson, Dr. Harold 
H. Hawfield, Dr. H. Turner Reuter, Dr. C. Willard Cama- 
lier, Jr., Dr. Emmett P. Madigan, Dr. William K. Billingsley 
and Dr. Robert E. Stadelman. 


Alumni and Fraternity Dinners and Luncheons—Dr. William 
O. Bailey, Jr., Chairman; Dr. Enos Ray, Dr. Edward C. 
Wilson, Jr., Dr. Earl B. Barnes and Dr. James E. Chapman. 


Golf Committee—Dr. Richard H. Fischer, Chairman; Dr. 
Franklin Kreuzberg, Dr. William J. Evans, Dr. Arthur A. 
Morris, Dr. Howard P. Parker and Dr. William F. Luckett. 


Women Physicians—Dr. Helen Gladys Kain, Chairman; Dr. 
Margaret M. Nicholson, Dr. Shirley Sue Martin, Dr. Eliza- 
beth K. Parker and Dr. Esther A. Nathanson. 


HOST COMMITTEEMEN FOR THE SECTIONS 


Allergy—Dr. George J. Stuart, Chairman; Dr. Halla Brown, 
Dr. Eloise W. Kailin, Dr. William A. Howard, Dr. Harry 
S. Bernton, Dr. Richard H. Todd, Dr. Ellis April and Dr. 
Grafton T. Brown. 


Anesthesiology—Dr. William E. Bageant, Chairman; Dr. Rob- 
ert R. Cross, Dr. Arch S. Russell, Jr., Dr. Donald Stubbs, Dr. 
Charles S. Coakley and Dr. Frank J. Grabill. 


Dermatology and Syphilology—Dr. Raymond A. Osbourn, 
Chairman; Dr. Arnold H. Gould, Dr. Franklin P. Grauer, 
Dr. Hayden Kirby-Smith, Dr. June C. Shafer, Dr. Harry 
Ford Anderson and Dr. Robert S. Higdon. 


Gastroenterology—Dr. Fred A. J. Geier, Chairman; Dr. Wil- 
liam Earl Clark, Dr. Leo T. Brown, Dr. Richard E. Dunk- 
ley, Dr. Alan Frank Kreglow and Dr. Robert V. Choisser. 


General Practice—Dr. Roger S. Williams, Chairman; Dr. 
Ashby W. Smith, Dr. I. Phillips Frohman, Dr. Herbert S. 
Gates, Dr. W. Robert Perkins, Jr., Dr. W. B. Morse and 
Dr. Irwin I. Yager. 


Gynecology—Dr. Robert H. Barter, Chairman; Dr. James A. 
Dusbabek, Dr. Joseph M. Friedman, Dr. John L. Parks, 
Dr. Andrew A. Marchetti and Dr. Joseph B. Sheffery. 


Industrial Medicine and Surgery—Dr. R. Lomax Wells, Chair- 
man; Dr. Theodore J. Abernethy, Dr. Samuel M. Becker, 
Dr. Frank E. Gantz, Dr. Maurice H. Herzmark, Dr. Maurice 
J. Kossow, Dr. agree G. Lipow, Dr. Albert E. Marland, 
Sr., Dr. Lawrence A. Pyle, Jr., Dr. Frank L. Williman and 
Dr. Joseph Rogers Young. 


ee—Se, Arnold McNitt, Chairman; Dr. William M. 
ig Dr. Beveridge Miller, Dr. Maurice Protas and 
. J. Winthrop Peabody. 
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Neurology and Psychiatry—Dr. Robert H. Groh, Chairman; 
Dr. Francis M. Forster, Dr. H. D. Shapiro, Dr. Hugo V. 
Rizzoli, Dr. Zigmond M. Lebensohn and Dr. John R. 
Cavanagh. 


Obstetrics—Dr. J. Bay Jacobs, Chairman; Dr. L. Lee Cock- 
erille, Dr. H. J. Russell McNitt, Dr. Aaron H. Gerber, 
Dr. Barton W. Richwine and Dr. K. C. Latven. 


Ophthalmology and Otolaryngology—Dr. William J. G. Davis, 

airman; Dr. Frank D. Costenbader, Dr. James S. Dryden, 

Dr. Charles Worth Sprunt, Dr. Charles T. Nicholson, Jr., 
and Dr. James J. McFarland, Jr. 


Orthopedic and Traumatic Surgery—Dr. Milton C. Cobey, 
Chairman; Dr. William J. Tobin, Dr. Leonard T. Peterson, 
Dr. Marvin ‘+ Gibson, Dr. Norman Oliver, Dr. Julius §. 
Neviaser, Dr. Jack Sugar, Dr. Paul J. O’Donnell and 
Dr. W. Howard Yeager, Jr. 


Pathology—Dr. Richard E. Palmer, Chairman; Dr. William 
D. Dolan, Dr. Kenneth L. McCoy, Dr. J. E. Ih and Dr, 
Vernon E. Martens. 


Pediatrics—Dr. William F. Burdick, Chairman; Dr. Frederic 

Burke, Dr. John O. Nestor, Dr. James W. Oberman, Dr. 

Roland W. Penick, Dr. Joseph M. LoPresti and Dr. Preston 
A. McLendon. 


Physical Medicine and Rehabilitation—Dr. A. B. C. Knudson, 
Chairman; Dr. Frederick J. Balsam, Dr. Harry Kessler, Dr. 
a Levin, Dr. Charles D. Shields and Dr. Charles S. 
ise. 


Proctology—Dr. Garnet W. Ault, Chairman; Dr. Robert S. 
Smith, Dr. A. F. Castro, Dr. Charles E. Hannan, Dr. Nor- 
man H. Isaacson and Dr. J. J. Weinstein. 


Public Health—Dr. G. Halsey Hunt, Chairman; Dr. Milton 
_ aon. Dr. Margaret M. Nicholson and Dr. Leroy 
. Burney. 


Radiology—Dr. Alfred A. J. Den, Chairman; Dr. Eugene J. 
McDonald, Dr. Joseph F. Belair, Dr. David H. Rosenfeld 
and Dr. Fred O. Coe. 


Surgery—Dr. W. Ross Morris, Chairman; Dr. W. W. Chase, 
Dr. J. O. Warfield, Jr., Dr. O. H. Fulcher, Dr. Walter 
H. Gerwig, Jr., Dr. Paul Putzki, Dr. H. H. Schoenfeld and 
Dr. Arch L. Riddick. 


Urology—Dr. William P. Herbst, Jr., Chairman; Dr. Roger 
Baker, Dr. Frederick A. Reuter, and Dr. Horatio N. Dorman. 


PROGRAM 
FIRST GENERAL SESSION 
Monday Evening, November 12, 8:00 p.m. 
Grand Ball Room, Mayflower Hotel 
DR. OSCAR B. HUNTER, JR., General Chairman, presiding. 


Invocation........ Dr. Joseph R. Sizoo, Department of Religion, 
George Washington University 

Address of Welcome........ Dr. Ralph M. Caulk, President, 

Medical Society of the District 


of Columbia 


Introduction of Guests............. Dr. Oscar B. Hunter, Jr. 
Presentation of Awards..... Medical Society of the District of 
Columbia 


Certificate of Meritorious Service 
Dr. Margaret Mary Nicholson, Recipient 


The John Benjamin Nichols Award 
Mr. Joseph H. Himes, Recipient 


The Doctors’ Symphony Orchestra....Dr. Richard W. Dirksen, 
Conductor 


Dr. Isadore M. Alpher, 
Concertmaster 


DR. W. KELLY WEST, First Vice-President, presiding. 
Presidential Address............. Dr. W. Raymond McKenzie 
Commemoration of Golden Anniversary 

(Business Session) 
Announcements 
Adjournment 
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ns SECOND GENERAL SESSION sensitivity to the drug. Dr. Lowell Selling previously reported 
4 three cases out of one hundred and eighty-seven individuals 
as using the medication. The reactions were fever, urticaria and 
Weinesing 34, pum. angioneurotic edema. This could be reproduced again after the 
k Williamsburg Room, Mayflower Hotel drug was withdrawn and then readministered. One patient with 
lupus eryth loped a flurry of new lesions typical 
T, DR. W. RAYMOND McKENZIE, President, presiding. of her disease. Another had angioedema and temperature eleva- 
tion reproduced on re-employment of the drug. The third, an 
is Invocation............ Very Reverend Edward B. Bunn, S.J., emotional hypertensive female, complained of redness and swell- 
= President, Georgetown University ing of the face, with erythematous papules just beneath the skin. 
“ The others had urticarial erythematous rashes that caused some 
7 Introduction of Guests........... Dr. W. Raymond McKenzie pain and discomfort, severe enough to discontinue the drug. 
Skin tests were made, with the various fractions of the tablet, 
ay Address: “‘Who Will Carry the Torch?” Dr. David B. Allman, and some efforts at studies of the passive transfer reaction were 
vn, President-Elect, American Medical Association. attempted. No untoward effects were noted in the blood or urine 
s. examination. Certain features of the other commonly used tran- 
nd (Business Session) quilizing drugs, as regard idiosyncrasy or allergy, will be 
touched upon. 
Report of the Council....... Dr. J. Morris Reese, Chairman Discussion opened by WARREN J. RAYMER, Houston, Tex. 
~~ Report of the Nominating Committee—Election of Officers 7. “Allergic Drug Eruptions,” JOHN SHELDON, Ann Ar- 
Installation. of the President, Dr. J. P. Culpepper, Jr., Hatties- bor, Mich. 
ric burg, Miss. Intermission—Visit Exhibits 
Bes entati f the Past President’s Medal 
fon 8. QUESTION AND ANSWER PERIOD: “Allergic Prob- 
Presentation of the Distinguished Service Award lems in General Practice.’ 
on, by gist es Moderator: LARRY HALPIN, Cedar Rapids, Ia. 
Dr. Announcement of Scientific Exhibit Awards Panel Members: JOHN SHELDON, Ann Arbor, Mich. 
S. 
Announcement of Winners of Golf Trophies ESS, Loe A Va. 
s. Adjournment Questions should be mailed to the Secretary of the Sec- 
lor- non tion or presented to him prior to the opening of the 
question and answer peri 
ane SECTION ON ALLERGY Election of Officers. 


Officers 
Chairman—A. Ford Wolf, Temple, Tex. 
y? Vice-Chairman—Cecil Mayor Kohn, Kansas City, Mo. 
feld Secretary—Thomas G. Johnston, Little Rock, 
Hosts from the Medical Society of the District of Columbia— 
George J. Stuart, Chairman; Halla Brown, Eloise W. Kailin, 


ase, William A. Howard, Harry S. Bernton, Richard H. Todd, El- 
-— lis April and Grafton T. Brown. 
an 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute periods. 


= Tuesday, November 13, 9:00 a.m. 
Caribar Room, Sheraton-Park 
“Incidence of General Practice,”” RALPH 
HALE, Kansas City, 
Discussion opened by GEORGE W. OWEN, Jackson, Miss. 
2. “Asthma in Patients Over Fifty,” JOHN L. GUERRANT, 
Charlottesville, Va. 
Discussion opened by JAMES S. SKAGGS, Charleston, W. 
Va. 
3. Chairman’s Address: ‘‘Diagnostic Implications of Chronic 
ling. Urticaria,” A. FORD WOLF, Temple, Tex. 
Many systemic disturbances other than allergy may produce 
gion, chronic urticaria. It presents a diagnostic problem that is often 
difficult to solve and in too many instances it remains unsolved. 
This paper is a review of the many causes of urticaria, es- 
dent, pecially the chronic type, together with a suggested diagnostic 
strict and treatment schedule. 
Intermission—Visit Exhibits 
» Jr 4. PANEL DISCUSSION: “Practical Aspects of the Treat- 
cal ment on Bronchial Asthma.” 
Moderator: JOHN SHELDON, Ann Arbor, Mich. 
Panel Members: GEORGE PINESS, Los Angeles, Calif. 
J. WARRICK THOMAS, Richmond, Va. 
LARRY HALPIN, Cedar Rapids, Ia. 
Wednesday, N: b 14, 9:00 a.m. 
Caribar Room, Sheraton-Park 
ane: 5. “The Use of Gamma Globulin,” HARRY S. BERNTON, 
Washington, D. C. 
lpher, Discussion opened by CHARLES P. WOFFORD, Johnson 
City, Tenn. 
1g. 6. “Allergy to Meprobamate With Some Observations Re- 
Kenzie garding the Tranquilizing Drugs’ (Lantern Slides), CLAR- 


ENCE BERNSTEIN and S. D. KLOTZ, Orlando, Fla. 
Few drugs in recent medical history have gained the wide and 
rapid acceptance of meprobamate, sold under the trade names 
of Miltown and Equanil. Its apparent lack of toxicity, and its 
broad range of usefulness, have increased the consumption be- 
yond any predictable magnitude. While toxicity or allergenicity 
have both been quite low. we have encountered six cases of 


SECTION ON ANESTHESIOLOGY 


Officers 


Chairman—Oral B. Crawford, Springfield, Mo 
Vice-Chairman—G. Bittenbender, Jackson, Miss. 
Secretary—William E. Bageant, Washington, D. C. 

Hosts from the Medical Society of the District of Columbia— 
William E. Bageant, Chairman; Robert R. Cross, Arch S. 
Russell, Jr., Donald H. Stubbs, Charles S. Coakley and Frank 
J. Grabill. 

Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute periods. 


Tuesday, November 13, 2:00 p.m. 
Franklin Room, Sheraton-Park 


1. “Abuses of Blood Transfusions” (Lantern Slides), ROBERT 

D. DRIPPS, Philadelphia, Pa. 

The anesthesiologist exerts considerable influence over the ad- 
ministration of blood to patients during operation. He should 
be aware of the considerable hazards associated with such sup- 
portive therapy. A working clinical rule is to avoid trans- 
fusion if the problem requiring blood can be solved by 500 cc. 
whole banked blood. In this way the administration of blood 
as a “‘tonic’’ will be eliminat and the patient spared signifi- 
cant risks. 


wean opened by WILLIAM S. DERRICK, Houston, 
ex. 


2. “Anesthetic Management of Patients with Cardiovascular 
Diseases’ (Lantern Slides), CHARLES $. COAKLEY, Wash- 
ington, D. C 
Some of the bl in the of anesthesia for sur- 
gery on patients with reductions in cardiovascular reserve will 
be discussed. Particular consideration will be given to those 
patients with hypotension, coronary disease, arrhythmias, val- 
vular lesions and heart failure. The etiology and treatment of 
hypertension during anesthesia in patients who have been re- 
ceiving one of the tranquilizing drugs will be presented. 


Discussion opened by PERRY P. VOLPITTO, Augusta, Ga. 
Intermission—Visit Exhibits 


3. PANEL DISCUSSION: “Shock and Its Treatment.” Each 
panelist will speak for ten minutes, twenty minute ques- 
tion and answer period to follow. 


ORAL B. CRAWFORD, Springfield, Mo., Moderator. 


Panel Members 


(a) “Preoperative Evaluation and Medication of the Pa- 
ag 3 in Shock,” LEWIS H. WRIGHT, Great Neck, 
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The importance of the preoperative evaluation and medi- 
eation of the patient in shock is stressed. The only real 
operative emergency of these patients is the management 
of uncontrolled hemorrhage. Lives will be saved by the 
cooperative teamwork of the surgeon, obstetrician, internist. 
anesthesiologist and others concerned with the welfare of 
the patient and his recovery from shock. There is no need 
for “furor operationen.”’ 


(b) “Commonly Used Drugs That May Precipitate Shock 
in the Anesthetized Patient,”” ROBERT D. DRIPPS, 
Philadelphia, Pa. 


(c) “Anesthetic Management of the Patient in Shock,” 
JOHN ADRIANI, New Orleans, La 
As a rule the patient in shock lacks reflux activity and 
i little h There are situations, however, 
in which the patient responds to stimuli and some form 
of anesthesia is required. Generally non-volatile drugs 
are not satisfactory as they absorb poorly if administered 
subcutaneously and metabolized slowly. Oxygen rich mix- 
tures of nitrous oxide or cyclopropane are usually ample 
for anesthesia in this type patient. More potent anes- 
thetics, such as ether and chloroform enhance shock. 
Drugs and methods of anesthetics which further cause a 
lowering of blood pressure obviously are undesirable. For 
this reason spinal anesthesia has many drawbacks. Nitrous 
oxide and cyclopropane are labile, rapidly eliminated, 
allow adequate oxygenation and are potent analgesics. 


(d) ‘‘Treatment of the Patient in Shock,”” THOMAS F. 
McDERMOTT, Washington, D. C. 


“Medicolegal Aspects of Anesthesiology,” SAMUEL M. 
BECKER, Washington, D. C. 

This discussion deals with dicolegal b1 of hesi 
ology. Anesthetic death is defined, and statistics recorded show- 
ing death averages per anesthesia and per surgical procedure. 
A general review of the anesthesia problem as it applies to 


pages pl hetists and A di i of 
ibility of the hetist, with citation of cases show- 

— _Fesponsibility of the surgeon for negligence of the hospital 
ist. The i closes with suggestions for 


the alleviation of existing problems in the field. 


Discussion opened by RALPH S. SAPPENFIELD, Miami, 
Fla. 


Tuesday, November 13, 6:30 p.m. 
Adams Room, Sheraton-Park 
Cocktail Party, followed by Dutch Treat Dinner. 


Wednesday, November 14, 2:00 p.m. 
Franklin Room, Sheraton-Park 


5. amas Address: ORAL B. CRAWFORD, Springfield, 
6. “Clinical Observations of Isobaric Spinal Anesthesia,” 


7. 


ROBERT E. BALDWIN, Chattanooga, Tenn. 

A review of the literature is presented along with the anatomy 
and the physics involved in doing good isobaric spinal anes- 
thesia. My technic is described minutely. Clinical indications 
for the preferred use of isobaric spinal anesthesia are discussed. 
Finally, general observations are presented. 


Discussion opened by G. BITTENBENDER, Jackson, Miss. 
“Use of Spinal Anesthesia in Private Practice” (Lantern 
Slides), A. J. OCHSNER, Alexandria, La 

This paper will undertake an analysis of the spinal anesthetics 
administered by the members of the Al dria A hesia Serv- 
ice for a four year period from April 1952 through March 1956. 


It will also mention some of the problems regarding spinal 
anesthesia and how they are handled by this group. 


Discussion opened by DAVID A. DAVIS, Chapel Hill, N. C. 
Intermission—Visit Exhibits 


“Transtracheal Analgesia: Its Place in Anesthesiology” 
(Lantern Slides), D. C. GROSSKREUTZ, C. R. STEPHEN 
and J. C. COUGHLIN, Durham, N. C. 

Topical analgesia of the tracheobronchial tree can be obtained 

easily and completely with transtracheal placement of a potent 

active local anesthetic drug. Adequate analgesia requires the pres- 

ence of the cough reflex and the procedure is accomplished satis- 

factorily with the patient awake or lightly anesthetized. In 

many surgical procedures only light planes of narcosis are re- 

quired for good operating conditions. When transtracheal anal- 

gesia precedes endotracheal intubation, the fear of bucking or 

coughing on the tube, with consequent hypoxia, carbon dioxide 

retention and venous congestion is eradicated. Specifically, trans- 

tracheal analgesia permits atraumatic intubation in the awake 

patient, allows smooth inductions with irritant drugs like ethyl 

ether, contributes to smooth anesthesia in light planes, even 


9. 


10. 


11. 
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when head is moved about vigorously and eliminates worry 
about the reflex irritant effects of the endotracheal tube itself. 
Examples will be cited. 


“A New Muscle Relaxant Drug” (Lantern ore JANE 
B. McKEWEN, JACK R. WOODSIDE, JULIA _— del 
ROSARIO and ‘DONALD H. STUBBS, Washington, D . & 
This paper is a report of preliminary clinical trials of a new 
muscle relaxant, Prestonal, manufactured by the Geigy Com- 
pany. It will be discussed by comparison with representatives of 
the two groups of relaxants in use at the present, d-tubo- 
curarine chloride and succinyleholine chloride. Discussion will 
be principally concerned with chemical structure, mode of action, 
onset and duration of effect, undesirable side reactions, general 
metabolic effects and response to antidotes. 


“Clinical Studies in Ventilation’’ (Lantern Slides), JOHN 
O. DAMPEER and G. BITTENBENDER, Jackson, Miss, 
In an effort to determine the relative efficiency of manual and 

machine ventilation under actual day to day operating room 

conditions, appropriate blood chemical studies were carried out 

on a series of patients. The anesthesia residents and nurse 

technicians who were administering the anesthetic were not 

aware of the purpose of the study. 


Thursday, November 15, 2:00 p.m. 
Franklin Reom, Sheraton-Park 


“Hypotensive Anesthesia for 
Slides and Motion Picture), KENNETH E. GIL- 
BERT C. TOMSKY and SOHN ADRIANI, 
Nephrolithotomy for recurrent renal calculi presents to the 
urologist a difficult surgical problem. In almost every instance, 
it is impossible to control bleeding because of inaccessibility 
of the renal Dedicle. Usual methods for hemostasis are, in many 

Hy thesia induced with the 
ganglionic blocking agent, arfonad, has been used in six cases 
of recurrent nephrolithiasis. In each instance, bleeding was 
markedly reduced, which facilitated removal of calculi and al- 
lowed a more accurate examination of the 


oeepen opened by DONALD H. STUBBS, Washington, 


12. 


13 


14, 


“A Comparative Study of Local Anesthetic Drugs with 
Specific Reference to Tissue Irritancy” (Lantern — 
CLAUDE A. TAIT, NORMAN O. REESE and D. 

A. DAVIS, Chapel Hill, N. C. 

The ability to produce tissue inflammation by one per cent 

solutions of Cyclaine, Procaine and Xylocaine, using isotonic 

saline as a control, was studied in man and rabbits. Intracu- 

taneous and sciatic nerve injections with histological examina- 

tion of animal preparations revealed Cyclaine to produce the 

most severe local inflammatory changes. These changes con- 

spicuously spared the neural elements, and the deleterious ef- 

fects of perineurial inflammation are discussed. Injection of the 

test solutions into the anterior chamber of rabbits’ eyes proved 

Cyclaine to be excessively injurious. 


Intermission—Visit Exhibits 


. “The Comatose Patient,” D. LeROY CRANDELL and 


WM. G. PAGE, Winston-Salem, N. C. 


hee opened by D. C. GROSSKREUTZ, Durham, 


“Illustrated Electrolyte and Fluid Balance” (Lantern 
Slide), JOHN T. STAGE, Jacksonville, Fila. 

This is a series of drawings consisting of approximately 
twenty-five illustrations in black and white. The manuscript is 
a description of each slide. The purpose of the paper is to 
present a pictorial review of the basic principles of fluid and 
electrolyte balance. 


Discussion opened by WILLIAM H. FERGUSON, Wash- 


ington, D. C. 


Election of Officers. 


SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Officers 


Chairman—Everett R. Seale, Houston, Tex. 
Vice-Chairman—Herbert S. Alden, Atlanta, Ga. 
Secretary—Edward P. Cawley, Charlottesville, Va. 


Hosts from the Medical Society of the District of Columbia— 
Raymond A. Osbourn, Chairman; Arnold H. Gould, Frank- 
lin P. Grauer, Hayden Smith, June C. Shafer, Harry 
Ford Anderson and Robert S . Higdon. 


| 
| 
8. 
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Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute periods 


Tuesday, November 13, 8:00 a.m. 


CLINICOPATHOLOGIC SEMINAR 


Armed Forces Institute of Pathology 
6825 Sixteenth Street, N.W. 


(On the grounds of the Walter Reed Army Hospital) 


The third annual meeting of the Zola Cooper Memorial 
Clinicopathologic Seminar, under the direction of James L 
Burks, Jr., will have Herman Beerman of Philadelphia, Pa., 
as moderator. Panel members will include Elson B. . 
Washington, D. C.; Lloyd W. Ketron, Baltimore, Md.; 

Ash, Bethesda, Md.; John H. Lamb, Oklahoma City,” dita: 
Francis A. Ellis, Baltimore, Md.; Morris Waisman, Tampa, 
Fla.; Raymond A. Osbourn, Washington, D. C.; John M. Knox, 
Houston, Tex.; and John D. Krafchuk, New Orleans, La 
Registration has been limited to 22 cases, but participation 
in the seminar is open to all dermatologists in attendance at 
the meeting. Demonstration slides and microscopes will 
available from 8:00 to 9:00 a.m., preceding the seminar for all 
those who are interested. 


INFORMAL LUNCHEON, Walter Reed Army Hospital Of- 
ficers’ Club at 12:00 noon. 


Tuesday, November 13, 2:00 p.m. 
Mural Room, Sheraton-Park 


1. Chairman’s Address: ‘“‘The Unnecessary Cost of Derma- 
tologic Illness,” EVERETT R. SEALE, Houston, Tex. 


2. “Some Aspects of Cutaneous Malignancy,” HERMAN 
BEERMAN, Philadelphia, Pa. 


$. “Cutaneous Papillomas of the Neck: Papillomatous 
Seborrheic Keratoses’” (Lantern Slides), MORRIS WAIS- 
MAN, Tampa, Fla. 
Papillomatous ‘‘tags’’ of the neck (and also the axillas, eyelids, 
and areas adjoining) develop commonly during pregnancy and 
with advancing years. The lesions resemble tiny seborrheic 
keratoses and in most cases typical seborrheic keratoses are 
simultaneously present. Often some of the concomitant seborrheic 
keratoses are protuberant, so that diminutive and giant variants 
of papillomatous seborrheic keratoses are demonstrable in the 
same patient. Histopathologic examination of ‘‘tags’”’ reveals the 
epithelial structure of seborrheic keratoses. It is suggested that 
physiologic overactivity of the anterior pituitary may contribute 
to the formation of papillomatous seborrheic keratoses. 


Discussion opened by CLARENCE S. LIVINGOOD, Detroit, 
Mich.; FRANCIS A. ELLIS, Baltimore, Md. 


Intermission—Visit Exhibits 


4. “The Use of the S-Factor of Liver Extract (Kutapressin) 
in Dermatology’ (Lantern Slides), EDWIN E. BARKS- 
DALE, Washington, D. C. 

An evaluation will be made of the use of Kutapressin alone 
and in combination with other types of therapy in the manage- 
ment of over 500 cases of acne, herpes zoster, poison ivy, psoriasis, 
Dityriasis rosae, urticaria and drug eruptions. 


Discussion opened by JOSEPH A. J. FARRINGTON, Jack- 
sonville, Fla.; JAMES Q. GANT, JR., Washington, D. C. 


5. “Chloranil in the Treatment of Psoriasis: A Substitute for 

Chrysarobin” (Lantern Slides), WALTER TEICHMANN 
and PETER N. HORVATH, Washington, D. C. 
The authors treated ninety- three cases of psoriasis with topical 
application of chloranil (tet: ). The reso- 
lution of the psoriatic lesions subsequent to the application of 
chloranil appears to be similar to the effects of chrysarobin and 
strong coal tar pri ions. Chl il is a with a 
definite chemical structure, in contrast to chrysarobin, which is 
a mixture. This permits a more exact formulation with chloranil 
than with other strong antipsoriatic measures. 


Discussion opened by S. F. HORNE, Rety Mount, N. C.; 
EUGENE J. VAN SCOTT, Bethesda, 


6. “Cryotherapy in the Treatment of Sting Ray Wounds” 
Comers Slides), J. FRED MULLINS and CHARLES J. 
WILSON, Galveston, Tex. 


Discussion opened by D. TRUETT GANDY, Houston, Tex.; 
WESLEY W. WILSON, Tampa, Fla. 
Wednesday, November 14, 2:00 p.m. 
Mural Room, Sheraton-Park 
+ “X-Ray Therapy in Private Practice’ (Lantern Slides), 
DAVID GOE WELTON, Charlotte, N. C. 


The object of this presentation will be to indicate the frequency 
of use of superficial x-ray therapy today in the private practice 


PROGRAM, WASHINGTON MEETING 1209 


of dermatology. Data tabulated and accumulated over a period 
of eight months in each of three private dermatology offices 
will be presented; the total data will, therefore, represent 
twenty-four months’ experience and will give a total number of 
patient visits in each of the offices during this period and the 
number of x-ray treatments given and the diagnoses for which 
they were given. 


Discussion opened by EMMETT S. LUPTON, Greensboro, 
N. C.; MAURICE. SULLIVAN, Baltimore, Md. 


8. “Causes and Treatment of Photosensitization Dermatitis,” 
A. H. LANCASTER, Knoxville, Tenn. 
In this paper I will give my impression of twenty-three years of 
clinical oservation of solar dermatitis, discussing causative fac- 
tors such as deficiency of sex hormones, insulin, B complex. 
minerals, virus infections, drugs and lymphoid hyperplasia. I 
will also discuss the unfavorable influence of sunlight on those 
patients who have psoriasis, lichen planus and lupus erythematosus 
complicated by a deficiency of sex hormones and insulin. 


Discussion opened by WILLIAM £ DOBES, Atlanta, Ga.; 
D. SHELTON BLAIR, Dallas, Tex. 


HARRY M. ROBINSON, JR., and JOHN F. STRAHAN, 
Baltimore Md. 
Hydroxy dihydrochloride is an ataratic drug which produces 
a state of relaxation and relief from tension. It is valuable 
complementary therapy of cutaneous eruptions where emotional 
tension is a factor. This study indicates that it is as effective 
as other _tranquilizers _bresently available. Long-term administra- 
tion of Hy drochloride did not cause abnormalities 
in the hemopoietic system, the urinary tract or the liver func- 
tion test in the patients studied. Adverse effects have been 
minimal. Observations recorded in this study indicate that treat- 
ment should be initiated with a dosage schedule of 10 mg. of 
Hydroxyzine dihydrochloride after each meal and at bedtime, 
and if this does not produce the desired effect, the dose may be 
increased to 25 mg., 4 times daily. 


Discussion opened by JOSEPH M. HITCH, Raleigh, N. C. 
V. MEDD HENINGTON, New Orleans, La. 


Intermission—Visit Exhibits 


10. “Some Observations on the Use of Hormones in Derm: 
tologic ig gl (Lantern Slides), HAL E. FREEMAN, 
Springfield, 

As suggested he a title, this will consist of some of my per- 
sonal opinions on the use of some hormones in dermatologic 
everyday practice. The main considerations will be androgenic, 

and one hormones with little or nothing re- 
garding thyroid, pancreatic, pituitary and adrenal cortical hor- 
mones. Premenstrual hemedema will be called to your attention. 
This was a case of ly with hemor- 
rhage as a trual ph 


Discussion opened by ROBERT J. MORGAN, Oklahoma 
City, Okla; M. ALLEN FORBES, Austin, Tex 


ll. “‘Self-healing Cancers: A Clinicopathologic Kera- 
toacanthosis” (Lantern Slides), JAMES W. 
D. KRAFCHUK and O. P. WILLIAMS, 


The clinical and histopathologic findings in a group of patients 
are presented, with serial photographs and photomicrographs, 
following the course of the disease from early activity to self- 
healing. The criteria for distinction between keratoacanthosis 
and true squamous cell epithelioma is indicated, and theories 
and experimental studies related to 


" Discussion opened by THOMAS W. MURRELL, JR., Rich- 
mond, Va.; WILLIAM H. KAUFMAN, Roanoke, Va. 


12. ‘Removal of Sebaceous Cysts by Fulguration,” WILLIAM 

L. POOLE, Birmingham, Ala 

Various types confused with sebaceous cysts, such as epidermal 
cysts, and danger of malignancies are discussed briefly. Ex- 
periences with depth and amount of current, manual expression 
immediately and after several days, packings of cysts, effect of 
location on ease of removal, and tendency to recurrence are 
given. 


Discussion opened by JAMES G. THOMPSON, Jackson, 
Miss.; ROBERT N. BUCHANAN, JR., Nashville, Tenn. 


Election of Officers. 


Thursday, November 15 


9:00 a.m.—Clinical Section Meeting, Dermatology Clinic, Out- 
Patient Department, Georgetown University Hospital, 3800 
Reservoir Road, N. W. 


12:00 noon—Luncheon, Georgetown University Nurses Home 
Cafeteria, 3700 Reservoir Road, N.W. 


2:00 to 5:00 p.m.—Discussion of Cases, Georgetown University 
Medical Center, Reservoir Road, N.W. 
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6:30 p.m.—Cocktail Party and Buffet Supper, Mural Room, 
Sheraton-Park. 


SECTION ON GASTROENTEROLOGY 
Officers 


Chairman—John M. Rumball, Coral Gables, Fla. 
Vice-Chairman—Fred A. J. Geier, Washington, D. C. 
Secretary—James O. Burke, Richmond, Va. 


Hosts from the Medical Society of the District of Columbia— 
Fred A. J. Geier, Chairman; William Earl Clark, Leo T. 
Brown, Richard E. Dunkley, Alan Frank Kreglow and Rob- 
ert V. Choisser. 


Presentations limited to fifteen minutes with five minutes for 
each discussant. 


Tuesday, November 13, 9:00 p.m. 
Right Balcony, Sheraton-Park 


1. “Chlorpromazine Jaundice: The Effect of Continued Chlor- 

promazine Ingestion in the Presence of Chlorpromazine 
Jaundice” (Lantern Slides), EDWARD M. SCHNEIDER, 
CHARLES DAUGHERTY and JAMES K. DeVORE, Okla- 
homa City, Okla. 
Chlorpromazine was continued for three to five months follow- 
ing onset of chlorpromazine jaundice in four patients. Follow- 
ing onset of jaundice, serum bilirubin, alkaline phosphatase and 
cholesterol esters were abnormal; liver biopsies revealed periportal 
infiltration and bile canalicular plugging. Repeat laboratory de- 
terminations and biopsies were normal at termination of study. 
The fact that chlorpromazine jaundice is not sustained in the 
presence of continued chlorpromazine administration suggests that 
the mechanism of jaundice is something other than hypersensi- 
tivity and/or hepatotoxicity. 


2. “Percutaneous Cholangiography” (Lantern 

Slides), J. C. REDINGTO JR., W. T. FITZGERALD 
and W. A. KNIGHT, JR., “ Louis, Mo. 
A method has been utilized for visualizing the intra and extra 
hepatic biliary tree by means of direct injection of dye into 
the intra hepatic bile ducts or gallbladder. The technic of the 
procedure will be described. A series of cases studied by this 
method will be presented with slides of the cholangiograms and 
an analysis of the aspirated bile. The indications, contraindica- 
tions, complications and diagnostic value of the procedure will 
be discussed 


3. “Clinical Applications of Continuous Pressure Recordings 
From the Common Bile Duct’ (Lantern Slides), JOHN 
R. KELSEY and EARL F. BEARD, Houston, Tex. 
Continuous pressure recordings with a strain gauge monometer 
were obtained in patients with a T tube in the common duct. 
The various causes of pressure variations are considered. Tracings 
in patients with known pancreatitis were qualitatively and quanti- 
tatively different from those recorded in patients without pan- 
creatic disease. Possible clinical applications are discussed. 


Discussion on papers 1, 2 and 3 opened by DAVID CAYER, 
Winston-Salem, N. C.; WILLIAM W. SHINGLETON, 
Durham, N. C. 


Intermission—Visit Exhibits 


4. “The Clinical Evaluation of Uropepsin in Upper Gastro- 
intestinal Disease’ (Lantern Slides), ROBERT J. Mc- 
HARDY and GORDON McHARDY, New Orleans, La. 
The possible applicability of uropepsin determinations to clinical 
gastroenterology has been projected in several studies. Determi- 
nation of the site of gastrointestinal bleeding, differentiation 
of benign and malignant gastric lesicns, evaluation of the ade- 
quacy of gastric resection, estimate of vagotomy efficacy in pep- 
tic ulcer and ul ie pr ity of h therapy have 
been considered predicable from the excretory response of uro- 
pepsin. Our study is a critical evaluation of such laboratory de- 
terminations in the practice of gastroenterology. 


Discussion opened by ROBERT E. MITCHELL, JR., Rich- 
mond, Va. 


5. “Potassium Depletion with Renal and Neuromuscular 
Dysfunction Resulting from Habitual Use of Laxatives” 
— Slides), JOHN T. SESSIONS, JR., Chapel Hill, 
Hypokalemia is a well-known feature of severe diarrhea caused 
by organic bowel disease. Symptomatic hypokalemia is rarely seen 
in otherwise healthy individuals with mild diarrhea induced by 
overuse of laxatives and, therefore, may not be promptly diag- 
nosed. Patients illustrating this point will be presented and 

ble for the potassium depletion discussed. 

Evidence will be shown of a renal tubular defect caused by 
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chronic hypokalemia. Severe neuromuscular dysfunction occurred 
also. 


“The Current Status of Intravenous Chlecee 
and Cholangiography” (Lantern Slides), J. EDWARD 
BERK, Detroit, Mich. 
The development of contrast media that may be safely adminis- 
tered intravenously with resultant rapid opacification of the 
gallbladder and extrahepatic bile ducts has opened a new field 
tie roent logy. As is true of most new diagnostic 
procedures, that of intravenous cholecystography and cholangiog- 
raphy has been and will probably continue to be modified 
and refined. In this presentation the principal variations that 
have been developed in the technical performance of the pro- 
cedure are described and illustrated. In addition, the uses and 
limitations of intravenous cholecystography and cholangiography 
are critically reviewed. 


Wednesday, November 14, 9:00 a.m. 
Right Balcony, Sheraton-Park 
“Bleeding Peptic Ulcer” (Lantern Slides), JEROME §. 


‘ LEVY, JOE H. HARDIN and PETER O. THOMAS, 


Little Rock, Ark. 


“Blood Volume Determinations in Gastrointestinal Hemor- 


rhage’ (Lantern Slides), IVAN KEEVER and MAL- 


COLM P. TYOR, Durham, 

Gross alterations in plasma and red - volumes in patients with 
hemorrhage are not always reflected by routine hematologic de- 
terminations. In such instances measurements of blood volume 
may be of considerable value in directing proper replacement 
therapy. Simultaneous Chromium,, red cell masses and Ij, 
albumin plasma volumes were measured in a series of patients 
with gastrointestinal hemorrhage to evaluate (1) the practicabil- 
ity and usefulness of these measurements and (2) the compara- 
tive value of venous versus measured hematocrit. Preliminary 
observations indicate the procedure to be useful. 


Discussion on papers 7 and 8 opened by HARRISON J. 


9. 


SHULL, Nashville, Tenn. 


“Primary Neoplasms of the Small Bowel” (Lantern 
Slides), A. C. BRODERS, JR., WARREN H. HUNT 
ee and NICHOLAS C. HIGHTOWER, JR., Temple, 
ex. 

A clinical review of primary small bowel tumors covering eighty 
eases seen in the Scott and White Clinic from 1940 to 1956, is 
presented. This includes a study of clinical and laboratory 
diagnostic points and the correlation with the tumors’ site and 
histopathology. Slides illustrating these points as well as dem- 
onstrating roentgenologic abnormalties and gross pathologic speci- 
mens will be shown. 


“ee opened by JAMES C. RESPESS, Charlottesville, 
a. 


10. 


Chairman’s Address: ‘Serum Iron Content in Gastro- 
intestinal Disturbances’ (Lantern Slides), JOHN M. RUM- 
BALL, Coral Gables, Fla. 

The gastrointestinal tract is all-important in iron metabolism. 

Ome would therefore expect disease processes and removal of 

segments of the gastrointestinal tract to cause some disturb- 

ance of the ‘‘chemical anatomy’’ of iron. Illustrations of iron 

deficiency in achalasia with obstruction, pyloroduodenal obstruc- 

tion, subtotal gastric resection, regional enteritis, and chronic 

ulcerative colitis will serve as a di i Ak ledge of the 
serum iron content in these conditions will be stressed. 


Intermission—Visit Exhibits 


PANEL DISCUSSION: ‘Pancreatitis’ (Lantern Slides). 
Moderator: JAMES O. BURKE, Richmond, Va. 


Panel Members: J. EDWARD BERK, Detroit, Mich. 
CHESTER CASSEL, Miami, Fla. 
DAVID CAYER, Winston- Salem, N. C. 
WILLIAM W. SHINGLETON, Durham, 


N. C. 
DAVID M. HUME, Boston, Mass. 


Election of Officers. 


SECTION ON GENERAL PRACTICE 
Officers 


Chairman—Guy T. Vise, Meridian, Miss. 
Vice-Chairman—J. O. S. Holt, Jr., Dallas, Tex. 
Secretary—E. Paul Knotts, Denton, Md. 


ag from the Medical Society of the District of Columbia— 


Roger S. Williams, Chairman; Ashby W. Smith, I. Phillips 
Frohman, Herbert S. Gates, W. Robert Perkins, Jr., W. B- 
Morse and Irwin I. Yager. 


= 
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Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute periods. 


hy Tuesday, November 13, 2:00 p.m. 
Caribar Room, Sheraton-Park 


1. Chairman’s Address: “Dehydration for the Common Cold” 


: (Lantern Slides), GUY T. VISE, Meridian, Miss. 

, Discussion opened by STANLEY A. HILL, Corinth, Miss. 
d 2. “Indications for Hysterectomy and Myomectomy” (Lan- 
: tern Slides), RICHARD T. TeLINDE, Baltimore, Md. 

: a opened by WALTER L. THOMAS, Durham, 


8. “Treatment of Popliteal Aneurysms’ (Lantern Slides), 
DALE J. AUSTIN, Dallas, Tex. 
Sixteen arteriosclerotic aneurysms of the popliteal arteries were 
observed and treated between 1946 and 1956. Medical treatment 
| by sympathetic blocks, heparinization, etc., resulted in am- 
: putation, venous thrombosis, paralysis, or fairly useless limbs. 
[AS, Sympathectomy alone resulted in gangrene of the foot. Excision 
of aneurysm alone gave a painful weak leg. Sympathectomy and 
excision of aneurysm resulted in preservation of limbs which 


nor- had claudication. Sympathectomy, isi of and 
AL- homografting of the defect gave asymptomatic limbs. 

ith Discussion opened by CHARLES A. HUFNAGEL, Washing- 
le- ton, D. C.; HENRY T. BAHNSON, Baltimore, Md. 

Intermission—Visit Exhibits 

an 4. “Androgenic Therapy of Woman” (Lantern Slides), E. C. 
sil HAMBLEN, Durham, N. C. 

ra- Since woman’s hormonal constitution normally includes an 
ary adrenal androgen secretion, the assignment of a purposeful role 


to androgens in her basic endocrine physiology seems logical. 
As a corollary, it may be assumed that there may occur 


N J. pathological conditions for which androgenic therapy is logical. 
An attempt is made to delineate indications for this therapy. 
Its limitations and undesired seq are di d. Empiric 

ONT androgenic therapy is considered briefly and condemned. 

mple, Discussion opened by JAMES M. MOSS, Alexandria, Va. 

ghty 5. “Plastic Surgery As Seen in General Practice’? (Lantern 

, is Slides), McCARTHY DeMERE, Memphis, Tenn. 

tory Plastic surgery is simply the meticulous application of the 

and principles of surgery to the prevention and correction of de- 

lem- formities. The general practitioner has occasions every day to 

peci- see numerous cases which require some type of plastic surgery. 


He has a threefold duty to these patients. First, he must be 

i able to diagnose. Second, to know what can and what should 
sville, be done, and third, to do whatever he is capable of doing. 
Diagnosis is not as simple as it first appears, particularly in 
crushing injuries about the face. Is the x-ray to be relied 


yastro- upon? Are nerves or ducts involved and do the wounds extend 
RUM- into the eye or nose? The physician has to rely principally 
on his Godgiven powers of observation and examination. In- 
lism. dustrial accidents, particularly about the hands, may mean the 
al of difference between a social cripple and a breadwinner of a 
turb- family. What should be done about chronic ulcerations, par- 
iron ticularly of the lower extremities which do not seem to respond 
struc- to any of the recognized methods of treatment? What moles 
ironic are dangerous and how should they be handled? These are only 
of the a few of the problems which the general practitioner must face 
and which require the principles of plastic surgery. 
Discussion opened by 1. PHILLIPS FROHMAN, Washing- 
ton, D. C.; MILTON T. EDGERTON, JR., Baltimore, 
6. “Radioactive Isotopes: Uses in Diagnosis and Treatment,” 
HOWARD L. ANDREWS, Bethesda, Md. 
sc ye opened by JOSEPH B. WORKMAN, Baltimore, 
durham, 


. Wednesday, N ber 14, 2:00 p.m. 


Caribar Room, Sheraton-Park 


7. “Antibiotic Therapy, Practical Aspects and Basic Con- 

siderations” (Lantern Slides), THEODORE E. WOOD- 
WARD, Baltimore, Md. 

The general indications and range of activity of the commonly 
used antibiotics will be discussed. Proper emphasis will be 
given to indications and contraindications with respect to treat- 
ment of specific infectious disease processes. Methods of action 
of antibiotics will be briefly considered as will the general 
problem of prophylaxis. 


—* Discussion opened by SYDNEY ROSS, Washington, D. C. 
, W. B 8. “The Place of Miltown in General Medical Practice” 
(Lantern Slides), WALTER I. TUCKER, Boston, Mass. 
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The paper will cover a report on my experience with the use 
of Miltown in approximately 150 patients, over a period of 
several years. The conclusions will be: (1) The toxic reactions 
to Miltown are infrequent and minimal. (2) It is particularly 
effective in the treatment of the common states of anxiety and 
tension, particularly those involving muscular spasm. (3) Many 
patients responded well to Miltown who had previously failed 
to respond favorably to other sedatives and tranquilizers. (4) I 
believe this is the drug of choice for use in general practice 
in the treatment of anxiety and tension states, because it is 
effective and non-toxic. 


Discussion opened by A. J. SANTANGELO, Meridian, Miss. 


9. “Newly Differentiated Viruses’ (Lantern Slides), S. ED- 

WARD SULKIN, Dallas, Tex. 

Following an outline of the technical developments which have 
offered means for the effective study of viruses and the diseases 
caused by them, the discussion will deal with current knowledge 
concerning certain newly differentiated viruses (Coxsackie viruses, 
Adenoviruses and ECHO viruses). The characteristics of these 
newly discovered viruses will be discussed and an effort will be 
made to summarize their possible role in human infection. 


Intermission—Visit Exhibits 


10. ‘Definitive Diagnosis of Headache and Its Treatment’’ 

(Lantern Slides), LESTER S. BLUMENTHAL, Washing- 
ton, D. C. 
If one understands which tissues in and about the head can 
react abnormally to produce pain, then the individual attack is 
simple to understand. One is then able to select the proper 
medication to correct these abnormal changes. Each of us has 
a limit to which he can stress his body and nervous system. 
Migraine, tension, histamine or other clinical headache pattern 
develops when this limit is exceeded in a susceptible indi- 
vidual. The mainstay of treatment is an effort to teach the 
patient his limits and how to live within them. 


——_ opened by JAMES W. WATTS, Washington, 


ll. “Atrial Fibrillation” Slides), C. GLENN SAW- 
ER, Winston-Salem, N. 
An analysis of significant findings in 407 patients with atrial 
fibrillation will be presented. The significance of etiology in 
regard to prognosis and the hazard of emboli will be stressed. 
Experience with reversion of rhythm in this group will be sum- 
marized. The management of both paroxysmal and chronic 
atrial fibrillation will be reviewed. 


Discussion opened by WILLIAM S. LOVE, Baltimore, Md. 


12. “Hyperglycemia: The Diabetic’s Best Friend,” B. E. 

LOWENSTEIN, South Miami, Fla. 

Sustained hyperglycemia of reasonable degree benefits the dia- 
betic patient in two ways: (1) By mass action the combustion 
of glucose is increased. (2) Protein destruction for glyconeo- 
genesis is increased during hypoglycemia; maintaining moder- 
ate hyperglycemia minimizes such protein wastage. Clinically, 
moderate and sustained hyperglycemia with a special high pro- 
tein diet and oral digestive enzymes has usually brought about 
clinical improvement and a decrease in both serum cholesterol 
and insulin requirements. 


ue opened by WALTER W. SACKETT, JR., Miami, 


Election of Officers. 


SECTION ON GYNECOLOGY 
Officers 


Chairman—Willis E. Brown, Little Rock, Ark. 
Vice-Chairman—James M. Brockman, Memphis, Tenn. 
Secretary—Robert H. Barter, Washington, D. C. 


Hosts from the Medical Society of the District of Columbia— 
Robert H. Barter, Chairman; James A. Dusbabek, Joseph 
M. Friedman, John L. Parks, Andrew A. Marchetti and 
Joseph B. Sheffery. 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute peri 


Tuesday, November 13, 2:00 p.m. 
Burgundy Room, Sheraton-Park 


1. “Sigmoidal Complications of Endometriosis” (Lantern 
Slides), C. GORDON JOHNSON, ANTHONY COPPOLA 
and CHARLES F. MOLL, JR., New Orleans, La. 
Primary purpose of this paper is to report six cases of sigmoid 
endometrioma that required bowel resection. In addition, the 
records of Touro Infirmary in New Orleans, Louisiana, and the 
private practice of the senior author (C. G. J.) were reviewed 
in order to determine the incidence of proven external endome- 


| 
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3. 


triosis. The period surveyed was 1946 to 1955 inclusive. Preop- 
erative diagnosis and surgical treatment of endometriosis involv- 
ing the sigmoid will be discussed in detail. 


Discussion opened by ANDREW A. MARCHETTI, Wash- 


ington, D. C. 


“Optimal Time for Surgery in ote Inflammatory Dis- 
ease” (Lantern Slides), PHIL C. SCHREIER, B. E. 
EVERETT and JOHN Q. ADAMS, Memphis, Tenn. 
Problems in the management of pelvic inflammatory disease con- 
tinue to arise on most active gynecology services. The widespread 
use of antibiotics has stimulated certain questions about the 
traditional management of this condition. It is our purpose to 
review our material and re-evaluate the optimum time for sur- 
eery in patients with tubo-ovarian abscesses. We have divided 
these patients into three categories: (1) cul-de-sac abscesses 
treated with colpotomy; (2) pelvic abscesses treated with initial 
definitive surgery; and (3) acutely ruptured pelvic abscesses. 


Discussion opened by JOHN R. KIGHT, Norfolk Va. 


“An Eight Year Survey of the Dilatations and Curettages 
at Lewis Memorial Maternity Hospital’? (Lantern Slides), 
HERBERT EUGENE SCHMITZ, Chicago, IIl. 
G 1 is highest in the fifth decade. Its inci- 
dence varies aes with gravity and parity. Endometrial 
polyps and end: hy lasia were the most frequent enti- 
ties necessitating ewok curettements. The incidence of radium 
application for BUB at this hospital was 17.4 per cent. A con- 
siderable amount of additional data was gained during pelvic 
examination under anesthesia. The incidence of perforation of 
the uterus was 0.28 per cent or one perforation for every 355 
operations. In our series FUB was encountered in 39 per cent. 
OUB in 50 per cent and no demonstrable lesion was present in 
11 per cent. Bleeding from a hyperplastic endometrium occurs 
most frequently at the extremes of life, usually after the child- 
bearing age. Endometrial polyps is the most frequent finding on 
benign organic uterine bleeding followed closely by fibroids. 
After the age of forty, 67.5 per cent were found. The most com- 
mon manifestations of endometrial polyps are intermenstrual and 
postmenopausal spotting. At the time they requested medical ad- 
vice 76.3 per cent of the patients with fibroids were over forty 
years of age. Cervical polyps were detected in 82.8 per cent of 
the cases after the age of forty. Parity seems to bear no rela- 
tionship to the formation of cervical polyps. The incidence of 
endometrial carcinoma in our series was 4.5 per cent. Fibroids 
were found to be associated with carcinoma of the endometrium 
in 15.6 per cent of the cases. Carcinoma of the endometrium was 
most frequently found at the sixth decade, 93.7 per cent after 
the age of forty. Fifty per cent of the cases were nulliparous. 
Bleeding was the main symptom for which the patient consulted 
the physician. Diabetes was present in 12.5 per cent of our 
eases. Delayed postpartum hemorrhage can occur from a few 
hours to as much | as five weeks or more postpartum. Retained 
f and itial itis constitute the 
most frequent causes of delayed postpartum hemorrhage. 


Intermission—Visit Exhibits 


“Persistent Pruritus hy (Lantern Slides), ROBERT 


CREADICK, Durham 

Although most cases of vulvo- mais pruritus have their in- 
cipiency in Candida albicans or trichomonas, a few of them 
persist for six months or more with increasing intensity. Many 
of these patients, especially the elderly group, are a serious 
problem. Some of them have even become suicidal, and a few 
malignancies of the vulva have been interspersed. There seems to 
be a direct relationship between prolongation of the symptoms 
beyond six months and the existence of serious emotional factors. 
In addition to expert logic study, of the 
patient’s basic personality structure is imperative. Some form 
of psychotherapy must be attempted to effect anything resembling 
a cure. The way the patient reacts to her disorder and the atti- 
tudes of her physician during management are of prime impor- 
tance. 


oy opened by THOMAS A. WILSON, Washington, 


. “Experiences with Vaginal Cytology at the Jackson M 
ial Hospital, Miami” (Lantern Slides) 
FERGUSON and HARVEY LOZMAN, Miami, Fila. 
The experience with vaginal cytology in the Department of Ob- 
stetrics-Gynecology at the Jackson Memorial Hospital, Miami, 
will be related. At the beginning, selected cases only were sub- 
mitted to this test. Now all gynecologic and obstetric cases, on 
admission to the outpatient clinic, have a cervical scraping made. 
A comparison between selective and routine use of vaginal cy- 
tology will be made. A registry of patients with positive cytology 
has been established. The use of routine studies in 
obstetric cases will be evaluated. 


a opened by JAMES A. DUSBABEK, Washington, 


Wednesday, November 14, 12:00 noon 
West Ball Room, Shoreham Hotel 


emor- 
), JAMES HENRY 
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Joint Luncheon with Section on Obstetrics. Dr. Herbert Eu- 
gene Schmitz, Chicago, Ill., and Dr. Edward A. Schumann, 
Philadelphia, Pa., Guests. 


6. 


7. 


Wednesday, November 14, 2:00 p.m. 
Burgundy Room, Sherateon-Park 


oT Challenge of Gynecology” 


Chairman’s Add 
. BROWN, Little Rock, Ark. 


(Lantern Slides), WILLIS E 


“Selection of Cases for Vaginal Hysterectomy with Obser- 
vations on the Pelvic Repair,” WILLIAMSON Z. BRAD. 
FORD, Charlotte, N. C. 

An increasing enthusiasm for vaginal hysterectomy should be 
accompanied by an awareness of certain difficulties and prob- 
lems that may be d. The judici selection of cases 
for vaginal hysterectomy is of utmost importance and should vary 
in light of the experience of the individual operator. From the 
patient’s standpoint the accompanying vaginal repair or recon- 
struction may later prove to be much more significant than the 
hysterectomy per se. 


opened by CHARLES J. COLLINS, Orlando, 
a. 


9. 


“A Ten Year Survey of Pelvic Lymphadenectomy in Car- 
cinoma of the Cervix,” HUMBERT L. RIVA, Washing- 
ton, 


Discussion opened by WALTER L. THOMAS, Durham, N. C. 


Intermission—Visit Exhibits 


“Ten Years’ Experience with Over Five Hundred Cul 
doscopies” (Lantern Slides), RICHARD W. TeLINDE, 
Baltimore, Md. 
This report covers a ten years’ experience with 594 culdoscopies. 
The paper does not concern the technical side of culdoscopy since 
this has previously been described. It is a check on the ac- 
curacy of the procedure and an attempt to evaluate its useful- 
ness in gynecology. Its greatest usefulness is found in cases of 
ted tubal with relatively negative pelvic find- 
ings. However, several other uses are described and evaluated. 
The final conclusion is that when used with proper indications 
culdoscopy is of great value. 


Discussion opened by JOHN H. RIDLEY, Atlanta, Ga. 


10. Ma age 4 of Cases of Ectopic Pregnancies” (Lantern Slides), 


RMSTRONG, SEWARD H. WILLS and JACK 
MOORE, Houston, Tex. 
This will be a review of the ectopic pregnancies in two hos- 
pitals over a three year period. One hospital is entirely charity 
and the other part charity and part private. Emphasis will be 
placed on symptoms and findings that lead to — diagnosis 
and treatment. Whether or not ectopic pregnancy 
on a percentage basis will be evaluated. Punstttnee will be 
studied to ascertain if any recommendations for better manage- 
ment can be offered. 


Discussion opened by W. C. WINN, Richmond, Va. 


Election of Officers. 


SECTION ON INDUSTRIAL MEDICINE 
AND SURGERY 


Officers 


Chairman—Logan T. Robertson, Asheville, N. C. 
Vice-Chairman—Robert A. Wise, Houston, Tex. 
Secretary—R. Leon Bourland, Memphis, Tenn. 


Hosts from the Medi 


1 Society of the District of Columbia— 
R. Lomax Wells, Chairman; Theodore J. Abernethy, Sam- 
uel ker, Frank E. Gantz, Maurice *, 

Maurice J. Kossow, Eugene G. Lipo E, Marland. 
Sr., Lawrence A. Pyle, Jr., Frank L. Williman and Joseph 
Rogers Young. 


Presentations limited to twenty minutes with ten minutes for 


discussion—thirty-minute periods. 
Wednesday, November 14, 2:00 p.m. 
Continental Reom, Sheraton-Park 


1. PANEL DISCUSSION: -_ Responsibility for the 
Health of the Industrial Worker’ 
ELMER HESS 
Immediate Past President 
American Medical Association 
Erie, Pa. 


Moderator 


Government 


MR. BRADSHAW MINTENER 
Assistant Secretary 


2. 
| 
4. 


for the 


jerator 


rmment 


VOLUME 49 


Health, Education and Welfare 
Washington, D. C. 


E. S. JONES Medicine 
President 

Industrial Medical Association 

Hammond, Ind. 


MR. JEROME +, Labor 
Program Consu 

United Auto Wouan, C.1.0.-A.F. of L. 

Detroit, Mich. 


MR. E. F. duPONT Industry 
Vice-President 

E. I. duPont de Nemours & Co. 

Wilmington, Del. 


MR. CHARLES KLUSS Public 
Partner 

Edwin Shields Hewitt & Associates 

Libertyville, Ill. 


Discussion opened 


Thursday, November 15, 12:00 noon 
Hamilton Room, Sheraton-Park 


Luncheon Meeting 


Guest Speaker’s Address: MR. JAMES M. GILLEN, Director, 
omens Research, General Motors Corporation, Detroit, 
Mich. 


Thursday, November 15, 2:00 p.m. 
Continental Room, Sheraton-Park 


. Chairman’s Address: “Are Health Maintenance Examina- 


tions Worth While in Industry?” (Lantern Slides), LO- 


GAN T. ROBERTSON, Asheville, N. C. 


As industry is turning more and more to preventive programs, 
much thought is being stimulated as to the actual values of 
routine periodic health maintenance examinations. This paper 
will deal with the findings amongst 40,000 supposedly well 
employees in various parts of the country. 


Discussion opened by J. J. WEEMS, Memphis, Tenn.; ED 


BUYNISKI, Evandale, O. 


. “Medical Needs o ¢ Small Industrial Plant” | 


Slides), ROBERT ‘. MOORHEAD Yazoo City, Miss. 

An effort will be made to depict the ordinary and special medi- 
cal needs of a bly small, up-to-date chemical 
plant in a small locality. The necessity for training key per- 
sonnel in safety operations so as to protect those working under 
them and the essential need for first aid training so as to 
better care for the injured until medical help arrives will be 
stressed. Slides will be shown of the actual plant operation 
and the method of supplying the medical necessities to this plant. 


“Care of the Injured Hand” (Lantern Slides), J. MAL- 


COLM ASTE, Memphis, Tenn. 


The author will attempt to point out some anatomical considera- 
tions of importance in the care of injuries to the hand. Particu- 
lar attention will be paid to tendon grafts and the injured 
nerves. 


Intermission—Visit Exhibits 


“Environmental Cancer Hazards: A Problem of Com- 
munity Health’’ (Lantern Slides), W. C. HUEPER, 
Bethesda, Md. 

Environmental and particularly occupational cancer hazards af- 
fect often circumscribed population groups and thereby become 
problems of community health, i.e., the concern of public health 
agencies operating on a county or community level and of 
members of the medical profession practicing in such areas and 
organized in county medical societies. Since environmental can- 
cers are largely preventable diseases, constitute probably a large 
but mainly unexplored portion of cancers in general, and caused 
by well defined agents of physical and chemical nature, they 
deserve the serious and greatly increased interest of the medical 
profession, Past experiences made in the discovery of occupa- 
tional cancer hazards demonstrate that observant physicians can 
make valuable contributions to this problem and to its future 
control. Recent observations in several communities in the United 
States illustrate the practicability and importance of this ap- 


Okla.; SEWARD E. ILLER, Washington, D. C. 


. “Medical Standards for Licensing Drivers of Federally- 


=a. 7 Vehicles,” VERNE K. HARVEY, Washing- 
on, D. C. 

Specific physical standards must be met for a Federal Govern- 
ment employee to qualify for a permit to drive a government- 
owned motor vehicle. Vision. hearing, heart, blood pressure, am- 
putations, atrophies and deformities are discussed in relation 
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EAN S. FELTON, Oklahoma City, 
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to meeting safe driver standards, as well a3 functional conditions 
which might result in sudden loss of consciousness. The United 
States Civil Service Commission holds that since driving is es- 
sential to the livelihood of many people, individuals should not 
be denied the privilege of driving unless the public welfare and 
safety is endangered. Federal departments and agencies have the 
responsibility not only of protection of the general public and 
of government property but also of affording individuals the 
privileges to which they are entitled. Medical standards should 
be realistic and reasonable. 


Discussion opened by R. LOMAX WELLS, Washington, D. C. 
Election of Officers. 


SECTION ON MEDICINE 


Officers 


Chairman—R. Wayne Rundles, Durham, N. C. 
Chairman-Elect—Howard L. Holley, Birmingham, Ala. 
Vice-Chairman—Frank M. Acree, Greenville, Miss. 
Secretary—Robert M. Bird, Oklahoma City, Okla. 


Hosts from the Medical Society of the District of Columbia— 
Arnold McNitt, Chairman; William M. Ballinger, Beveridge 
Miller, Maurice Protas and J. Winthrop Peabody. 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute peri 


Tuesday, November 13, 2:00 p.m. 
Room B, Sheraton-Park 


1. Chairman’s Address: “Modern Medicine and the Clinical 
(Lantern Slides), R. WAYNE RUNDLES, 
urham, N. 


2. “Hemoglobin C Disease: Report of Nine Cases” (Lantern 

Slides), ERNEST W. SMITH and JULIUS R. KREVANS, 
Baltimore, Md. 
Nine individuals with hemoglobin C disease have been encoun- 
tered in the Johns Hopkins Hospital. They are not clinically 
unlike other reported cases of this disorder, but certain points 
of interest will be presented where there were other complicating 
diseases present or entertained. Blood smears are remarkable for 
the combination of large target cells and extremely small, ir- 
regular spheroids. These cells give the smear an appearance 
which we have not seen duplicated in other conditions. 


ey opened by CHARLES E. RATH, Washington, 


3. “‘A New Look at Sarcoidosis” (Lantern Slides), EDWARD 

DUNNER, MARTIN M. CUMMINGS, RICHARD H. 
poms ay JR., and JOHN B. BARNWELL, Washing- 
ton, D. 
One thousand one hundred and ninety-four veterans discharged 
with a diagnosis of sarcoidosis from 172 Veterans Administration 
hospitals between 1949-1954 were studied relative to birthplace, 
age, race and sex. A review by birthplace reveals that the geo- 
graphical distribution of the disease is not confined to the 
rural southeastern part of the United States as has been sug- 
gested by other authors. As part of this study, clinical records 
of 125 of these patients have been reviewed to date. This mate- 
rial will be presented. 


ae opened by JOHN C. RANSMEIER, Alexandria, 
‘a. 


Intermission—Visit Exhibits 


4. “Dissecting Aneurysm of the Aorta” (Lantern Slides), 
WALTER 5S. COE and CHARLES SMITH, Louisville, Ky. 
The possibility of offering corrective surgery makes it important 
to establish early the diagnosis of dissecting aneurysm of the 
aorta. The present study is based on 18 autopsied cases and con- 
sists of an analysis of the histories, physical findings and 
laboratory studies in these 18 cases. The bedside chest roentgeno- 
gram and the electrocardiogram have been found to be especially 
helpful in establishing the correct diagnosis. 


Discussion oo by W. PROCTOR HARVEY, Washing- 
ton, D. 


5, “Management of the Later Stages of Chronic Pulmonary 
Emphysema” (Lantern Le, WYNDHAM B. BLAN- 
TON, JR., JOHN L. PATTERSON, JR., Richmond, 
Va. 

The principal weapons in the ambulatory management of the 
later stages of chronic pulmonary emphysema are bronchodilator 
agents, intermittent positive pressure breathing, antibiotics, dia- 
phragmatic breathing instruction, and management of the emo- 
tional aspects of the patient’s problem. This therapy should be 
based on findings on fluoroscopy and ventilating function tests. 
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In more seriously ill patients Prednisone, the Drinker respirator, 
oxygen monitored by frequent CO. determinations, digitalis and 
other measures may be indicated. 


Discussion opened by OSLER A. ABBOTT, Atlanta, Ga. 


6. “Experience with Diagnostic Renal Biopsy,"” GEORGE E. 
— and LEONARD B. BERMAN, Washington, 


The introduction of di tic renal biopsy has 
added a new dimension of time to the diagnosis and investiga- 
tion of medical renal disease. The present report concerns the 
technic, interpretation, value, indications, and contraindications 
of renal biopsy as gained from experience with over 150 consecu- 
tive diagnostic biopsies. It is now possible to correlate clinical 

and i ic investigations with accurate etiologic 
diagnosis in renal disease, and by serial examinations to obtain 
new information on the live pathogenesis of many renal diseases. 


Discussion opened by E. LOVELL BECKER, Richmond, Va. 
Wednesday, November 14, 2:00 p.m. 


Room B, Sheraton-Park 


7. “Chronic Sodium Chloride Toxicity: The Protective Ac- 
tion of Potassium Chloride’ (Lantern Slides), GEORGE 
R. MENEELY, Nashville, Tenn. 

The protective action of potassium added to diets containing toxic 
levels of sodium chloride is now clearly established in rat ex- 
periments. Of groups ingesting 8.4 per cent added NaCl but 
protected with 4.7 per cent added KCl, 50 per cent survived 
more than 24 months. All of the unprotected animals were dead. 
Among rats eating 5.6 per cent added NaCl the protective effect 
of 2.9 per cent added KCl was even more impressive. The re- 
sults and implications of these experiments will be reviewed. 


Discussion opened by LEWIS K. DAHL, Upton, N. Y. 


8. “The Treatment of Polycythemia Vera with Pyrimetha- 
mine (Daraprim)’’ (Lantern Slides), ULFAR JONSSON, 
JOHN W. FROST and RALPH JONES, Miami, Fla. 
Primethamine, an excellent antimalaria agent, is an antagonist 
of folic acid. When given to man at the maximum tolerated dose, 
it produces slowly developing macrocytic anemia. This agent has 
been used to treat 20 patients with polycythemia vera. In 18 
patients remissions have been maintained for as long as two 
years. Thrombocytopenia in two patients was the only untoward 
effect observed. The effect of the drug in man can be reversed 
by folic acid. 


9. “An Evaluation of the Clinical Use of Radioisotopes in 
the Differential Diagnosis of Anemia’ (Lantern Slides), 
PHILIP C. JOHNSON, E. S. BERGER, WILLIAM L. 
— and ROBERT M. BIRD, Oklahoma City, 

a. 

Clinically, there are three common situations in which radioiso- 
topes allow for better understanding of obscure anemias. The 
Cobalt-60 labeled Vitamin B,. absorption test defines the basic 
intrinsic gastric defect in pernicious anemia despite prior in- 
adequate treatment. Iron deficiency anemia associated with de- 
fective intestinal absorption can be clarified by measuring the 
rate of absorption and reappearance of radioactive iron. In ac- 
quired hemolytic anemia, erythrocyte survival measurements have 
been disappointing in predicting cases which would profit from 
splenectomy. 


ow ae opened by CHARLES E. RATH, Washington, 


Intermission—Visit Exhibits 


10. “Hypertensive Retinopathy as Revealed by Serial Color 

Photographs” (Lantern Slides) ALBERT A. BRUST, At- 
lanta, Ga. 
As part of a general investigative study of hypertension, color 
photographs of the ocular fundi have been taken at frequent in- 
tervals, and an attempt made to correlate the changes with blood 
pressure level, renal function, and the over-all clinical course of 
the disease. Subtle as well as gross changes have been docu- 
mented in serial fashion so that the variability and potential 
reversibility of hemorrhagic, exudative and edematous changes in 
hypertensive retinopathy can be defined. 


11. “The Treatment of Subacute Bacterial Endocarditis” (Lan- 
tern Slides), ELLARD M. YOW, Houston, Tex. 
Problems arise in the management of subacute bacterial endo- 
carditis when caused by penicillin i i or when 
severe hypersensitivity to penicillin develops. During the past 
five years approximately ten patients have been seen yearly il- 
lustrating one or both of these two problems. Results indicate 
that a bactericidal drug is usually required for cure and that 
combined use of eryt and str in has been the 


most successful therapy in "patients not receiving penicillin. 
opened by MANSON MEADS, Winston-Salem, 


Election of Officers. 


Thursday, November 15, 9:00 a.m. 
Burgundy Room, Sheraton-Park 


Joint Sessi with Secti on Pathology 


Co-sponsored by Southeastern and South Central Regional 


Committees of the College of American Pathologists. 


12. 


“Newer Anatomical Features of the Central Nervous Sys- 
tem” (Lantern Slides), ARTHUR A. MORRIS, Washing- 
ton, D. C. 

The advent of newer and safer contrast materials and x-ray 
methods has broadened our anatomical understanding of cerebral 
vascular disease. The fast circulating time shows close correla- 
tion with the rapid turnover of certain chemical processes, es- 
pecially those involved with acetylcholine. The rich anastomatic 
vascular bed accounts for the widespread effect of general so- 
matic disease upon cerebral function and upon the clinical re- 
covery of catastrophic happenings such as paralysis. We now 
can show that when a major vessel is occluded the circulation 
may flow backwards through the distal segment, thereby nourish- 
ing the part deprived of its circulation. Adequate appraisal of 
arteriosclerotic effects on the vessel locally and upon the brain 
generally can be visualized. It is proper and safe to visualize 
the vascular tree in almost every case of cerebral hemorrhage. 
As better refinements of showing anatomy become available, 
other indications for treatment will be found. Although the an- 
terior cerebral circulation has enthusiastically been studied 
the posterior cerebral circulation and the circulation of the 
spinal cord has been greatly neglected. 


“Some Neurochemical Factors Affecting Cerebral Function 
and Activity’ (Lantern Slides) DONALD B. TOWER, 
Bethesda, Md. 

The more important factors subserving normal cerebral function 
and activity will be reviewed briefly. These will include the 
blood-brain barrier, oxygen and glucose requirements, and the 
general route of glucose metabolism to vrovide cellular energy. 
The importance of such factors will be illustrated by brief ex- 
amples of biochemical lesions at various steps in the metabolic 
sequences, such as anoxia, hypoglycemia, virus encephalitis, va- 
rious genetic and toxic agents, and seizures. Correlations, where 
possible, with EEG and clinical pictures will be emphasized. 
Stress will be laid upon useful principles rather than detailed 
enumeration of syndromes. 


“Aseptic Meningitis: The Role of Polio, Coxsackie and 
ECHO Viruses and Other Agents in Its Etiology” (Lantern 
Slides), JOSEPH E. SMADEL, Bethesda, 
Information on the clinical, clinical pathological and viro- 
logical findings in patients with aseptic meninigitis of diverse 
etiolozy will be presented. Particular emphasis will be given 
to the importance of polioviruses and certain of the coxsackie 
and ECHO viruses in causing this syndrome. The role of the 
diagnostic laboratory and the value of tissue culture procedures 
in differentiating nonparalytic poliomyelitis from asceptic menin- 
gitis caused by viruses other than poliomyelitis will be dis- 
cussed. 


Intermission—Visit Exhibits 


“Neuropathological Features of Herpes Simplex and In- 
clusion Encephalitis” (Lantern Slides), WEBB HAY- 
MAKER, Washington, D. C 

This discussion is chiefly on the neuropathological features of 

some 20 cases of inclusion encephalitis, in 5 of which herpes 

simplex virus etiology was established. Two of the cases were 

in newborns. A minority in adults reached subacute and chronic 

stages. In herpes simplex in adolescents and adults a character- 

istic feature was gross softening, particularly in the temporal 

lobe. This was reflected microscopically by massive destruction 

of affected areas providing a strong clue to diagnosis even be- 

fore intranuclear inclusion bodies were found. In none of these 

patients were cutaneous herpetic vesicles observed. 


PANEL DISCUSSION: “Differential Diagnosis of Meningo- 
encephalitis’ (45 minutes). 


Thursday, November 15, 2:00 p.m. 
Burgundy Room, Sheraton-Park 
Joint Session with Section on Pathology 


“Cerebral Vascular Disease and Strokes” (Lantern Slides), 
RAYMOND D. ADAMS, Boston, Mass. 


PANEL DISCUSSION: “Common Neurologic Problems, 
Recent Advances in Their Interpretation and Manage- 
ment.” 


E. CHARLES KUNKLE, Durham, N. C., Moderator 
Panel Members 


“Muscle Diseases” (Lantern Slides), MARTIN G. NET- 
SKY, Winston-Salem, N. C. 


14. 


Slides), 


oblems, 
[anage- 


or 


NET- 
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“Neuropathies,”” EPHRAIM ROSEMAN, Louisville, Ky. 
“Vascular Headaches’ (Lantern Slides), E. CHARLES 


KUNKLE, Durham, N. C. 


“Epilepsy” (Lantern Slides) THOMAS W. FARMER, 


Chapel Hill, N. C. 


SECTION ON NEUROLOGY AND 
PSYCHIATRY 


Officers 


Chairman—Walter O. Klingman, Charlottesville, Va. 
Vice-Chairman—Charles Watkins, New Orleans, La. 
Secretary—Martin L. Towler, Galveston, Tex. 

Hosts from the Medical Society of the District of Columbia— 


Robert H. Groh, Chairman; Francis M. Forster, H. D. Sha- 
Hugo V. Rizzoli, Zigmond M. Lebensohn and John 


. Cavanagh. 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute peri 


Tuesday, November 13, 9:00 a.m. 
Left Balcony, Sheraton-Park 


. “Ten Year Follow-Up on the Use of Cranio-Plastic in the 


Repair of Cranial Defects’ (Lantern Slides), WILLIAM 
T. SPENCE, Washington, D. C 

Cranio-Plastic (refined methyl methacrylate) has fulfilled all 
the hopes that were made for it in 1947 by being: (1) inactive, 
(2) relatively easy to mold, (3) permit contrast studies of brain 
or blood vessels, (4) strong protection for the brain, (5) decreases 
dead space. It has been possible to introduce the material di- 
rectly into the debridged frontal sinuses and mold cosmetically 
satisfactory orbital ridges. By placing a long roll of the soft 
mixture over the entire bone and burr hole incision the dimpling 
and crevices of the usual craniotomy are obliterated. The com- 
plications are few. 


Discussion opened by JOHN GALLAGHER, Washington, 


4. 


D.C.; GAYLE CRUTCHFIELD, Charlottesville, Va. 


. “The Role of the EEG in the Differential Diagnosis of 


Brain Tumor” (Lantern Slides), JAMES PETER MUR- 
PHY, Washington, D. C. 


. “Pharmacology of Blood and Urine of Psychotic Patients 


Before and After Drug Therapy” (Lantern Slides), DAVID 
I. MACHT, Baltimore, Md. 

The ten year study of blood sera from psychotics previously re- 
ported (1950) was expanded and amplified. Sera from all psy- 
choses, functional or organic, are markedly phytotoxic, the degree 
of toxicity being dependent on the severity and not the label of 
the disease. Recently the author discovered a toxic factor in the 
urine of psychotics. This requires both biochemical and pharma- 
ecological testing of the same. When psychotic patients are 
“cured’’ or definitely improved, their blood loses its toxicity, 
but insulin and shock treatments rarely produce such detoxifi- 
cation. Of great interest are present studies of both blood serum 
and urine in patients before and after the newer “‘tranquilizing’’ 
drugs to be reported. 


Discussion opened by WALTER O. JAHRREISS, Baltimore, 


Md.; HARRY A. TEITELBAUM, Baltimore, Md. 
Intermission—Visit Exhibits 


“Neurological and Neurosurgical Complications Associated 
With Pregnancy’’ (Lantern Slides), EDMUND A. SMO- 
LIK, FRANCIS P. NASH and JAMES W. CLAWSON, 
St. Louis, Mo. 

A variety of neurological problems arise during pregnancy which 
are frequently insidious or mimic the natural complications of 
pregnancy itself. The experiences with a variety of neurological 
problems indicate that the frequency of their existence may be 
higher and that a greater awareness of these should be generally 
appreciated. Fifteen such cases comprise the substance of the 
report. These include pregnancy associated with brain tumors, 
spinal cord tumors, subarachnoid hemorrhage, intracortical 
hemorrhage, cerebral vascular thrombosis and convulsive disorders. 


Discussion opened by FRANCIS J. OTENASEK, Baltimore, 


Md.; DONALD B. SWEENEY, Birmingham, Ala. 


- “The Value of the Grantham Lobotomy” (Lantern 


Slides), FRANK J. AYD, JR., Baltimore, Md. 

The private practicing psychiatrist encounters many patients 
whose personality is relatively intact in spite of years of varying 
degrees of incapacitation due to neurotic suffering. The primary 
cause of their neurotic suffering often is irremediable and re- 
sistant to the usual methods of psychiatric treatment. Such pa- 
tients challenge the therapeutic acumen of the psychiatrist. This 
Daper discusses the value of the Grantham lobotomy for the re- 
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lief of neurotic suffering. It presents the pre- and postoperative 
findings in a series of private nonhospitalized patients who have 
been treated by this means. The paper will be demonstrated by 
the presentation of patients who will report their pre- and post- 
operative condition in their own words. 


Discussion opened by MILTON GREENBLATT, Boston, 
Mass.; JAMES W. WATTS, Washington, D. C. 


6. “Impairment of Memory As a Symptom of a Focal Neu- 

rological Lesion” (Lantern Slides), A. EARL WALKER, 
Baltimore, Md. 
A series of unilateral temporal lobe lesions—vascular, neoplastic 
and surgical—will be presented to illustrate the occurrence of 
severe memory disturbances as the principal symptom. The 
mechanisms implicated, although complex, probably are depend- 
ent upon the singular cortical projection of the auditory and 
visual system. 


Discussion opened by FRANCIS M. FORSTER, Washing- 


—_ D. C.; WALTER O. KLINGMAN, Charlottesville, 


Wednesday, N: ber 14, 9:00 a.m. 


Left Balcony, Sheraton-Park 


~ 


“One Aspect of the Medical-Legal Implications of Shock 
Therapy” (Lantern Slides), ISADORE RODIS and ROB- 
ERT H. GROH, Washington, D. C. 

The authors have devised an information sheet on electric shock 
therapy describing the treatment in some detail and providing a 
Place at the bottom for signature of the patient and/or family as 
indication that they have read the material. This has overcome 
one of the potentials in medical-legal aspects, namely, ‘‘failure 
to inform.’’ A number of suits have been through the courts in 
Washington and have brought this matter acutely to the authors’ 
attention. 


Discussion opened by MR. H. MASON WELCH, Washing- 
ton, D. C.; LEON YOCHELSON, Washington, D. C. 


8. “Lipoprotein Alterations in the Aged Mental Patient 

Following the of Lecithin” (Lantern 
ANTHONY J. BARA Ph.D., P. 
JACOBI, Ph.D., MICHAEL , "CA ARVE R, Ph.D., and 
JACKSON A. SMITH, Omaha, Neb. 
This report covers the behavioral and biochemical findings in a 
group of twenty mental patients who received lecithin over 
a period of three months. The dosage and biochemical and diag- 
nostic correlations are also discussed. 


Discussion opened by MERRITT W. FOSTER, JR., Rich- 
mond, Va.; CORTEZ F. ENLOE, JR., New York, N. 


9. “Electric Shock Treatment Without Fear,” IVERSON O. 

BROWNELL, Greenville, S. C. 

Shock therapy has through ignorance, unwise press releases, tele- 
vision programs and movies been presented to the public as a 
dangerous, horrible and punishing form of treatment. No treat- 
ment in psychiatry has relieved as much real suffering in as 
many people as has shock therapy. Since people who respond to 
shock treatment frequently will require treatment at a future date 
for a recurrence of their symptoms, it is imperative that the 
patient not be frightened away from treatment. The author has, 
in seven years of private practice experience both in the office 
and in the hospital, paid attention to and developed technics 
aimed at reducing psychic trauma through unpleasant associations. 
Patients once frightened of shock treatment remain frightened in 
any subsequent shock treatment procedure regardless of the tech- 
nic involved. Patients handled by the author’s method and atten- 
tion to minor details do not become fearful of shock treatment, do 
not interrupt their course of treatments and return promptly 
for treatment in the event of a relapse or a recurrence. 


Discussion opened by CHARLES WATKINS, New Orleans, 
La.; LESLIE B. HOHMAN, Durham, N. C. 


Intermission—Visit Exhibits 


10. “Urologic Evaluation As a Neurologic Adjunct,” IRA J. 
JACKSON and IAN THOMPSON, Galveston, Tex. 
Urologic study of patients whose complaints are primarily related 
to spinal cord pathology is of value in respect to the discovery of 
silent bladder pathology, and conversely in patients with com- 
plaints referable to the urinary tract where the fundamental 
pathology may be quiescent | in the spinal cord. The frequent 


concomitance of unr ical dyskenesia in a va- 
riety of dissimilar neurologic disorders is outlined. The necessity 
for the differentiation of purely i inary in origin 


from urinary problems arising subsequent to spinal cord disease 
is emphasized. The value of routine utilization of cystography, 
cystoscopy, and especially cystometry as part of a neurologic 
work-up relative to spinal cord disorders is brought out in a 
review of specific cases. 


Discussion opened by EPHRAIM ROSEMAN, Louisville, 
Ky.; JOHN T. LORD, Washington, D. C. 
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“The Rationale of Cervical Sympathetic Block in the 
Treatment of Acute Focal Cerebral Ischemia” (Motion 
Picture), HOMER D. KIRGIS and RAEBURN C. 
LLEWELLYN, New Orleans, La. 

Although some apparently think that vasospasm alone is an in- 
frequent cause of acute focal cerebral ischemia, all implicate it 
to some extent in this syndrome. The obvious clinical improve- 
ment of some of these patients within a few minutes of the 
appearance of a Horner's reaction after cervical sympathetic 
block constitutes impressive evidence of the ‘Tole of cerebral vaso- 
spasm in the syndrome and concl ates the po- 
tential efficacy of the treatment. The indications and contrain- 
dications for cervical sympathetic block in the treatment of 
acute focal cerebral ischemia will be reviewed and a motion pic- 
ture demonstrating the reaction of a patient with this condition 
to sympathetic block will be shown. 


Chairman’s Address: “Significant Advances in Neurology 
and Psychiatry in the Last Fifty Years” (Lantern Slides), 
WALTER O. KLINGMAN, Charlottesville, Va. 


Thursday, November 15, 9:00 a.m. 
Left Balcony, Sheraton-Park 


“The Care and Treatment of the Elderly, Chronically Ill 
Psychiatric and Neurologic Patient in the Veterans Ad- 
ministration,” J. F. CASEY, Washington, D. C. 

The problem of the elderly, chronically ill psychiatric and 
neurologic patient is becoming a major one nationwide. The Vet- 
erans Administration has attacked it by transferring, from 
crowded psychiatric hospitals to available beds in twenty gen- 
eral medical and surgical hospitals, 1,621 such cases. Care was 
taken to transfer only those cases in which medical and nurs- 
ing care was the primary need. This resulted in better physical 
care for those patients and permitted other mental patients with 
better psychiatric prognosis to have the therapeutic advantages 
found in a psychiatric hospital. 


Discussion opened by H. D. SHAPIRO, Washington, D. C. 


14, 


“New Chemical Tests in the Diagnosis of Neurological 
Disease” (Lantern Slides), ELIZABETH ROBOZ and 
FRANCIS M. FORSTER, Washington, D. C. 

The influence of a neurological disease on the composition of 
the c.s. fluid cannot be fully studied until suitable methods 
are available. Cognizant of this fact, many new technics are 
presently being developed. Among these, paper electrophoresis 
should be prominently mentioned, for the determination of the 
various protei The electroph ie pattern, together with the 
quantitative distribution values have been determined in M.S. 
and in other neurological diseases. A quantitative chemical 
method for the determination of gamma globulin, developed 
in our laboratory, has been used for the analysis of 2,000 
fluids. It was found that 90 per cent of M.S. fluids have in- 
creased gamma globulin. Application of newly devised procedures 
for the determination of protein-bound carbohydrates demon- 
strated significant increase in brain tumor. Procedures for 
fractionation of these conjugated carbohydrates have been 
worked out and applied to the fluid and blood of the same 
patients. Micromethods for the determination of various lipides 
are in progress. 


. “Some Interesting Experiences in Teaching General Prac- 


titioners,””’ T. A. WATTERS, New Orleans, La. 

The paper gives an account of a two year course on the theory 
and practice of psychiatry which was planned with and for 
general practitioners. It was taught in their homes and offices 
and consisted of study, evaluation, and treatment of patients 
encountered in their practice. The learning process and two-way 
understanding and communicative exchange, with certain peda- 
gogic principles making for a successful and satisfactory ex- 
perience to all will be discussed. 


Discussion opened by EDGAR HULL, New Orleans, La.; 


16. 


Discussion opened by TITUS H. HARRIS, Galveston, Tex. 
“Subdural Hematoma: Analytic Study of 123 Cases,” wo 


17. 


MARSHALL O. HART, Tulsa, Okla. 
Intermission—Visit Exhibits 


“Psychiatry in the General Hospital Today,””’ HAROLD 


G. SLEEPER, Oklahoma City, Okla. 

General hospital acceptance of care for the psychiatric patient 
remains considerably behind new advances in treatment. Today 
the psychiatric patient can no longer be regarded as a menace 
to the hospital or its other patients. New medicines and favorable 
changes in hospitalization insurance bring the psychiatric pa- 
tient into a situation which parallels the general medical patient. 
An understanding relationship between the psychiatrist, the hos- 
pital, the family, and the patient allows a much more extensive 
use of general hospital facilities than is now widely accepted. 


H. MATEOS and RICHARD F. DALY, Washington, 

An analysis is made of 123 consecutive cases of subdural hema- 
toma from the records of the Neurosurgical Service of the D. C. 
General Hospital. Statistics concerning the significant signs 
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and symptoms are compared with those from other large series. 
Reference is made to the adjunctive methods useful in establish- 
ing the diagnosis. Methods and results of treatment are discussed. 


ed by JAMES hey wares and JONATHAN 


M. WILLIAMS, Washington, D. 


“Modern Treatment of (Lantern Slides), 
BUSHNELL SMITH, Washington, D. C. 

After the diagnosis of epilepsy has been firmly established 
medical therapy can effectively control the seizures in a major- 
ity of patients today. The newer medications including the tran- 
quilizers are discussed. The necessity for understanding emo- 
tional and social problems of the epileptic in order to achieve 
optimal therapeutic results is also discussed. The background 
for the paper is the experience gained in treating over 300 pa- 
tients in the Epilepsy Clinic at Georgetown University Hospital 
during a period of five years. 


a opened by FRANCIS M. FORSTER, Washington, 


Business Meeting and Election of Officers. 


SECTION ON OBSTETRICS 
Officers 


Chairman—Garth L. Jarvis, Galveston, Tex. 
Vice-Chairman—Robert A. Ross, Chapel Hill, N. C. 
Secretary—Robert F. Monroe, Louisville, Ky. 


Hosts from the Medical Society of the District of Columbia— 


Bay Jacobs, ge L. Lee Cockerille, H. J. Russell 
cNitt, Aaron H. Gerber, Barton W. Richwine and K. C. 


tven. 


Presentations limited to twenty minutes with ten minutes for 


discu 


ssion—thirty-minute periods. 
Tuesday, November 13, 9 
Burgundy Room, Sheraton-Park 


“Thyroid Disease in Pregnancy” (Lantern eden, JAMES 

CHRISTOPHER WALSH, Washington, D. C. 

— —— most frequently associated with pregnancy 
di of careful examination of the 

thyroid gland at by 4 time of the initial visit, throughout preg- 

nancy and postpartum is emphasized and the advisability of 

biopsying distinct nodular masses is noted. 


Discussion opened by GEORGE FUCHS, Columbia, Mo. 


2. 


Discussion opened by ROBERT H. 


“Maternal Complications in the Delivery of 


Congenital Malformations” (Lantern Slides), 

_ Gainesville, Ga., and JOHN R. McCAIN, Atlanta, 
a. 

A study is made of the deliveries of 212 women whose infants 

had a defects and weighed 1,000 grams or more, The 

incid d for the different 

types of Bs of the infants. A total of 89 infants died, 

30 being stillborn. The infants were premature in 69 cases. The 

delivery was by a breech presentation in 34 patients. Fifty per 

cent of the mothers were delivered by operative procedures. 


BARTER, Washington, 
D. C.; LESTER A. WILSON, JR., Charlottesville, Va. 


Address: “‘In Defense of Medicine,” EDWARD A. SCHU- 
MANN, Philadelphia, Pa. 

This is an attack upon those members of the profession and 
such lay persons who, within the past few years have published 
articles derogatory to the dignity and honor of medical men. 
Also discussed is the increasing encroachment upon the in- 
dividual liberties of doctors by hospitals, government and even 
by self-constituted groups among physicians themselves. 


Intermission—Visit Exhibits 


A Problem in Private Practice,” CARL 


LANGFORD, Ruston, La. 

Postmaturity is a problem of almost as great significance as 
prematurity. This is an analysis of 2,258 consecutive deliveries 
of which 4.2 per cent delivered two weeks or more past 

with two fetal deaths due to postmaturity. The problem is not 
one of extra large babies with difficult delivery but one of 
intrauterine death prior to onset of labor. Methods of diag- 
nosing and handling these cases are presented and discussed. 


Discussion opened by B. W. EVERIST, Ruston, La. 


4b. 


“The Large Baby” Come. Slides), JAMES H. NEL- 
SON and IRWIN W. ROVNER, Washington, D yt 
Four hundred large newborns delivered at the D. C. General 
of the fetal and maternal complications. 


| 
= 
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6. 


9a. 


Senaiee opened by JASON H 


Discussion opened by WILLIAM N. THORNTON, JR., 


Charlottesville, Va. 


. “Perinatal Mortality Associated with a Conservative 


Cesarean Section Practice: 7,871 Deliveries at North Caro- 
lina Baptist Hospital’ (Lantern Slides), FRANK R. 
LOCK and W. JOSEPH MAY, Winston-Salem, N. C. 

A cesarean section rate of 1.7 per cent in a five year period 
resulted from generally accepted policies in the North Carolina 
Baptist Hospital. Cesarean section is practiced in cases where 
positive indications are present after careful study of the case. 
Frequently, adequate trial of labor has been allowed. A gross 
infant mortality rate of 33 per 1,000 deliveries prevailed in the 
five year period. This study compares the perinatal mortality for 
those cases delivered vaginally with those of cesarean section in 
the common obstetrical complicatiens. 


Discussion opened by JAMES H. FERGUSON, Miami, Fla.; 


ANDREW A. MARCHETTI, Washington, D Cc. 
Wednesday, November 14, 9:00 a.m. 
Burgundy Reom, Sheraton-Park 


“Intracranial Aneurysms Complicating Pregnancy” (Lan- 
tern Slides), REX M. BLEAKNEY, Orlando, Fla. 

A general discussion is made of intracranial ae. es- 
pecially in respect to incid and in the 
general population and in pregnancy. The literature and re- 
ported cases are reviewed concisely with opinions regarding the 
hazards during various periods of the pregnancy and the courses 
of action to be followed. Representative case reports are in- 
cluded. 


Discussion opened by THOMAS E. SCOTT, 


Beach, Fla.; C. K. FRASIER, Washington, 


. “Term Birth tear | the Construction of an Artificial 


Vagina” (Lantern Sli 
ham, Ala. 

Term birth following the construction of an artificial vagina is 
so rarely encountered that comparatively few obstetricians are 
required to provide a solution during a lifetime of practice. 
The author has two patients who had congenital absence of the 
vagina and who have delivered, at term, four normal infants 
subsequent to the correction of this congenital defect. The ex- 
periences of others in the obstetrical management of delivery 
following the construction of an artificial vagina is reviewed 
and the author’s experience in delivering two mothers with this 
congenital defect of four normal infants is related. 


les), BUFORD WORD, Birming- 


Discussion opened by FRANK E, — eee, 


Tenn.; WALTER L. THOMAS, Durham 
Chairman’s Address: GARTH L. JARVIS, Galveston, Tex. 
Intermission—Visit Exhibits 


“Repeat Cesarean Section’’ (Lantern Slides), JAMES R. 
MORGAN and ROBERT A. JOHNSTON, Houston, Tex. 
Repeat cesarean section as an indication for surgery continues 
to show an increase, both relative and real. Six hundred and 
forty-one repeat cesarean sections have been studied at St. 
Joseph’s Maternity Hospital, Houston, Texas. There was an un- 
corrected fetal mortality rate of 2.5 per cent, and a maternal 
mortality rate of 0.16 per cent. It was felt that prematurity in 
elective repeat cesarean section was responsible for unnecessary 
fetal deaths. This study finds that repeat cesarean section as a 
method of delivery has a fetal and maternal mortality rate that 
is comparable with vaginal delivery of the postcesarean patient. 


Discussion opened by H. HUDNALL WARE, JR., Rich- 


mond, Va.; JOHN E. SAVAGE, Baltimore, Md. 


“Vaginal Delivery panies Section,” W. L. PICK- 
HARDT, Washington, D. C. 


. “Thromboembolic Complications in the Obstetric = 


Gynecologic Patient” (Lantern Slides) ROY T. PARKER 
Durham, N. C. 

Venous thromboembolism constitutes a major hazard to the 
elective gynecologic surgery patient and is a less frequent but 
equally serious threat to the life of the obstetric patient. The 
forty patients reviewed are equally divided between obstetrics 
and gynecology. The recognition and management of this com- 
Dlication will be discussed. Anticoagulant therapy is considered 
the treatment of choice. 


“3 W. POWELL. HUTCHERSON, tanooga, Tenn. 


Election of Officers. 


Wednesday, November 14, 12:00 noon 
West Ball Room, Shoreham Hotel 


Joint Luncheon with Section on Gynecology. Dr. Edward A. 
Schumann, Philadelphia, Pa., and Dr. Herbert Eugene 
Schmitz, Chicago, Ill., Guests. 


COLLINS, New Orleans, 
Chatta’ 


PROGRAM, WASHINGTON MEETING 


SECTION ON OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


Officers 


Chairman—William J. G. Davis, Washington, D. C. 
Chairman-Elect—Sherman B. Forbes, Tampa, Fla. 
Secretary—G. Slaughter Fitz-Hugh, Charlottesville, Va. 


Hosts from the Medical Society of the District of Columbia— 
William J. G. Davis, Chairman; Frank D. Costenbader, 
James S. Dryden, Charles Worth Sprunt, Charles T. Nichol- 
son, Jr., and James J. McFarland, Jr. 


Presentations limited to twenty minutes, including time re- 
quired for lantern slides and/or motion pictures, the Chair- 
man and out-of-territory essayists to be allowed thirty min- 
utes. Discussion limited to five minutes. 


1. 


Tuesday, November 13, 9:00 a.m. 
Continental Room, Sheraton-Park 


Chairman’s Address: WILLIAM J. G. DAVIS, Washing- 
ton, D. C. 


. “Recent Trends in Cataract Surgery” (Lantern Slides and 


Motion Picture), ELBYRNE GRADY GILL, Roanoka, Va. 
The trends in cataract surgery across the past ten or fifteen 
years has definitely been in favor of intracapsular rather than 
extracapsular extraction. One of the most important advances, 
however, has been the preliminary preparation of the patient, 
preliminary sedation, thorough anesthesia and akinesia. Local 
anesthesia supplemented with Wydase together with the use of 
Thorazine, greatly reduced the complications of postoperative 
nausea and vomiting. 


Discussion opened by M. ELLIOTT RANDOLPH, Balti- 


3. 


5. 


ae opened by FRANCIS H. McGOVERN, Danville, 
a. 


6. 


more, 


“Fungi in Otitis Externa,” JOHN A. B. and 
WILLIAM C. MORGAN, JR., Charleston, W. V 

Fungus infections are increasing. Present writers feel al ex- 
terna is due chiefly to various bacteria. The authors contend 
fungi initiate the majority with bacteria producing secondary 
findings. Bacteria invade the skin already fissured and desqua- 
mated by fungi. Allergy often ensues. Local treatment with a 
merthiolate and glycerin mixture plus a dusting of sulfa or 
terramycin powder and a two day course of Gantrisin have given 
excellent results. Cortisone controls the allergic manifestations. 


saan opened by MAYNARD P. SMITH, Richmond, 
‘a. 


Intermission—Visit Exhibits 


“Bilateral Choanal Atresia” (Motion Picture), R. W. 


HANCKEL and G. W. BATES, JR., Charleston, S. C. 


The etiology, pathology, symptomatology and treatment of bi- 
lateral choanal atresia will be presented. Three cases will be 
reported. A summary will be given and conclusion drawn. 


“Choroideremia: Report of Cases and Review of Litera- 


ture” (Lantern Slides), RICHARD KENNON WILLIAMS 


and DuPONT GUERRY III, Richmond, Va. 
Choroideremia is primarily a disease of the choroid having re- 
cessive sex-linked characteristics, showing a progressive form in 
the male with early nyctalopia leading to blindness and in the 
female a non-progressive attentuated form without nyctalopia or 
defective vision. A brief review of the literature and eleven 
additional cases, six female and five male from three generations 
of the same family, are presented. 


. “Diagnosis and Fn ag of Chronic Secretory Otitis 
Media” (Lantern Slides), B. W. ARMSTRONG, Charlotte, 


In the past fifteen years we have observed an increase in the 
incidence of chronic secretory otitis media. It is the most 
common cause of impaired hearing in children. Incidence and 
differential diagnosis are stressed. Experience in ventilating the 
middle ear with indwelling plastic tubing is presented and the 
results in fifty chronic cases treated in this manner analyzed. 


Discussion opened by LYLE M. SELLERS, Dallas, Tex. 


Joint Dinner Meeting with Association for Research 
in Ophthalmology, Inc. 


Southern Section 


Tuesday, November 13, 6:30 p.m. 
Franklin Reom, Sheraton-Park 
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13. 


14. 


“Corneoscleral Transplantation” (Lantern Slides and Mo- 
tion Picture), LOUIS J. GIRARD, DON M. SMART and 
RAYMOND L. BREWER, Houston, Tex. 

The presence of severe scarring and vascularization of the cornea 
is considered contraindication to penetrating keratoplasty. Con- 
sidering the generally poor results obtained with the procedure, 
improvements in methods have been sought. Because many eyes 
retain normal function in the posterior segment, total keratoplasty 
incorporating a rim of sclera was considered. This was tried on 
rabbits and ten hopelessly blind humans. Report of experimental 
investigation, case reports of human eyes, and motion pictures 
demonstrating technic are presented. 


“The Effect of Hydrochloric Acid Injury to the Cornea, 
and Carbohydrate Metabolism’ (Lantern Slides), MARION 
A. GUIDRY, Ph.D., JAMES H. ALLEN and JOYCE B. 
KELLY, New Orleans, La. 

Several aspects of hydrochloric acid injured rabbit corneas were 
investigated. It was found: (1) Ph of tissue is immediately de- 
creased but rapidly increases to values higher than normal, (2) 
hydration gradually increases, maximum reached 4-5 days after 
injury, decreasing to normal in 7-8 days, (3) depression of 
glycolysis with normal activity 4-5 days later, (4) oxygen up- 
take is depressed. Recovery begins 4-5 days, becomes normal 
7-8 days after injury. The possible significance of these findings 
is to be discussed. 


“Chromatic Adaptation of the Human Electroretinogram”’ 
(Lantern Slides), JOHN C. ARMINGTON, Ph.D., Wash- 
ington, 

Both flickering and steady test stimuli were used to elicit the 
human electroretinogram under conditions of chromatic adaptation 

A quantitative spectral analysis of the results was made. Chro- 
matic adaptation stimuli produced a reduction in sensitivity to 
flickering stimuli of all wave lengths, but there were no specific 
color effects. Sensitivity of responses to steady stimuli, however, 
was lowered in specific spectral regions. Clear evidence was found 
for a specific red component in the photopic electroretinogram. 


“Evaluation of Research on Effects of Visual Training on 
Visual Functions” (Lantern Slides), SAUL B. SELLS, 
Ph.D., and RICHARD S. FIXOTT, School of Aviation 
Medicine, Randolph Air Force Base, Tex. 

Improvement of visual performance has been demonstrated for 
foveal and peripheral visual acuity, visual thresholds, and spatial 
judgments. Learning effects have also been obtained for the 
recognition of patterned stimuli under what Gibson has termed 
“impoverished ccnditions’’ of stimulation. Present knowledge in- 
dieates that visual functions which are narrowly limited by 
structural characteristics have not been modified by learning. 
However, perceptual learning occurs under many conditions. 
Possibilities of utilizing training in visual skills in ophthal- 
mology presents challenging problems for further research. 


Wednesday, November 14, 9:00 a.m. 
Continental Room, Sheraton-Park 


“Mycotic Keratitis’” (Lantern Slides), THOMAS E. HAG- 
GERTY and LORENZ ZIMMERMAN, Washington, D. C. 
During the past three years there has been an increasing inci- 
dence of mycotic keratitis complicating corneal ulceration. The 
enucleated eyes received at the Armed Forces Institute of Path- 
ology due to mycotic infection are reviewed, and the relation- 
ship to treatment with broad spectrum antibiotics and/or Cor- 
tisone are analyzed. A series of experiments designed to re- 
produce this clinical syndrome and to test the validity of ap- 
parent relationship between the synd and treat are 
described. 


Discussion opened by JAMES H. ALLEN, New Orleans, La.; 


THEODORE SANDERS, St. Louis, Mo. 


“Newer Concepts Concerning the Preventive Influence of 
Tonsillo-Adenoidectomy on the Common Cold in Chil- 
dren,” ABRAHAM R. HOLLENDER, Miami Beach, Fla. 
There is urgent need for revision of the belief that tonsillo- 
adenoidectomy does not reduce the incidence of upper respiratory 
tract infections in children. Statistics collected in single areas 
have been misleading and are not in agreement with average 
statistics compiled from the country as a whole. Replies to 300 
questionnaires in which the text dealt with various aspects of 
the subject, together with a personal experience of 40 years in 
practice, serve as the basis for the present report. 


Discussion opened by HENRY GRANT PRESTON, Harri- 


sonburg, Va. 


“Macular Lesions Associated with Hypercholesteremia”’ 
(Lantern Slides), ROBERT A. BROWN, Greenville, S. C. 
qa) A brief Teview of cholesterol, absorption, esterification, and 
‘osis. Progress in control measures, diet 
and si 1. (2) Terminol and description of certain fun- 


dus lesions and their possible correlation with hypercholesteremia. 
Slides colloidal deposits. (3) Cases demonstrated with slides 
showins macular lesions in patients with hypercholesteremia. 
(4) In a private practice the percentage of patients seen with 
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colloidal deposits and found with hypercholesteremia. (5) Con- 
clusions: (a) Research necessary to correlate colloidal deposits 
and hypercholesteremia. (b) The ophthalmologist contributes an 


aid to a ible earlier di is in cardi pathology. 


Intermission—Visit Exhibits 


SYMPOSIUM ON RECENT 
ADVANCEMENT: 


15. “Operations on the Nasal Accessory Sinuses’’ (Lantern 
Slides), DANIEL B. MOFFETT, Washington, D 4 
Nasoantral window for persistent infection. Intranasal ethmoid 
for recurrent polyps. Caldwell-Luc for foreign bodies, benign 
tumors, sometimes for trauma or infections. External frontal 
(1) incision of soft tissue; (2) trephine; (3) Killian or Lynch 
type. (1) and (2) for severe infections; (3) usually for mucocele 
and other benign tumors. Resection of maxilla for cancer. 


16. “Sinusitis, Diagnosis and Office Management” (Lantern 
Slides), VICTOR R. ALFARO, Washington, D. C. 
The present-day management of sinusitis is based on two im- 
portant changes that have occurred in the past two decades. 
(1) The newer knowledge of the importance of allergic, vaso- 
motor, endocrine and psychosomatic influences on the function 
of the nose and sinuses. (2) The marked reduction in the 
morbidity of sinusitis by virtue of the advances in chemotherapy. 
Adequate treatment of the acute phase has reduced the number 
of cases that eventually require surgery. 


Discussion on papers 15 and 16 opened by SAMUEL L, 
FOX, Baltimore, Md. 


17. “The Results of Cataract Extraction Following Filtering 

Operations” (Lantern Slides and Motion Picture), SAM- 
UEL D. McPHERSON, JR., and GEORGE W. FISHER, 
JR., Durham, N. C. 
For the past ten years we have used the technic described by 
McLean for extracting cataracts through an incision placed an- 
terior to the filtering bleb following glaucoma operations. The 
complications and final results of these procedures will be pre- 
sented and discussed. 


Discussion opened by ANGUS L. MacLEAN, Baltimore, Md. 
Election of Officers. 
Thursday, November 15, 9:00 a.m. 
Continental Room, Sheraton-Park 


No meeting of Section on Ophthalmology and Otolaryngology. 
Members will attend Geriatrics Symposium. Two members of 
this Section will participate formally in this program. 


Otolaryngology—‘‘Presbycusis,"" WESLEY W. WILKERSON, 
JR., Nashville, Tenn. 


NG, JR., Washington, D. C 


Moderator—MILFORD O. ROUSE, Dallas, Tex. 


SECTION ON ORTHOPEDIC AND 
TRAUMATIC SURGERY 


Officers 


Chairman—S. Benjamin Fowler, Nashville, Tenn. 
Vice-Chairman—Milton C. Cobey, Washington, D. C. 
Secretary—J. Leonard Goldner, Durham, N. C. 


Hosts from the Medical Society of the District of Colunties: 
Milton C. Cobey, Chairman; William J. Tobin, Leonard T 
Peterson, Marvin M. Gibson, Norman Oliver, Julius $. 
Neviaser, S. Jack Sugar, Paul J. O’Donnell and W. Howard 
Yeager, Jr. 


Tuesday, November 13, 9:00 a.m. 
Room B, Sheraton-Park 


1. ‘Medullary Fixation in Fractures: Results in One Hun- 

dred Consecutive Cases” (Lantern Slides) (15 minutes, 10 
minutes discussion), ROBERT C. ROBERTSON, Chatta- 
nooga, Tenn. 
Open reduction and internal fixation should be restricted to 
fractures in which their use promises better functional results 
than might be anticipated by closed methods. Medullary nailing 
permits minimal circulatory damage at time of surgery, and 
continuous compression between the fragment ends during heal- 
ing. One hundred dullary nailings per- 
formed between April 26, 1949, and March 12, 1955, on ninety- 
five patients between ten and seventy-six years of age will be 
reviewed. The results will be discussed. Complications will be 
listed. 
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Discussion opened by MILTON S. THOMPSON, Washing- 

ton, D. C. 

2. “Management of Difficult Fractures of the Femoral Shaft” 

(15 minutes, 10 minutes discussion), CHALMERS R. 
CARR and R. E. MILLER, Charlotte, N. C. 
The authors will present some experiences in the management 
of severely comminuted segmental and sagittal fractures of the 
femoral shaft. The original problems will be illustrated and the 
end results discussed. 


1 opened by WILLIAM J. TOBIN, Washington, 


$. “Intramedullary Fixation of Forearm Fractures” (Lantern 
Slides) (15 minutes, 10 minutes discussion), F. WAYNE 
LEE, Charlotte, N. C. 
It is the author’s opinion that an attempt should be made at 
closed reduction of forearm fractures before operative reduction 
is undertaken. Axial and rotational alignment should be restored 
if possible. The surgeon may accept less than perfect align- 
ment in selected instances. Twenty-five patients with forearm 
fractures are presented and the technics used in treatment are 
described. Complications and sequalae are also discussed. 


Discussion opened by ALLEN S. LLOYD, Washington, D. C. 


4. “Don’t Open That Fracture’ (Lantern Slides) (15 minutes, 


10 minutes discussion), SAMUEL T. MOORE, Oklahoma 
City, Okla. 

The author will make remarks concerning closed reduction of 
fractures and will present certain fractures which, in his opinion. 
are best treated by this method. He will emphasize the closed 
reduction treatment of fractures in children. 


Intermission—Visit Exhibits 


5. “Segmental Fractures of the Tibia” (15 minutes, 10 mi 


n- 
utes discussion), B. F. BOYLSTON and ROBERT W. 
MILAM, Houston, Tex. 

The authors present 482 fractures of the tibia of which 30 were 
segmental fractures. A 93 per cent end result and follow-up was 
attained. The fractures are analyzed from the standpoint of: (1) 
location of the lower fracture site, (2) time required for union, 
(3) method of treatment, (4) compound or simple fracture, (5) 
time of weight bearing, and (6) complications. 


Discussion opened by FRANK M. HAND, Washington, D. C. 


6. “Conservative Management of Fractures of the Tibia and 


Fibula” (Lantern Slides) (15 minutes, 10 minutes discus- 
sion), EARNEST B. CARPENTER and JOHN F. BUT- 
TERWORTH III, Richmond, Va. 

The authors review methods of nonoperative management of 

fractures of the shafts of the tibia and fibula. They emphasize 

that conservative treatment may avoid delayed union and infec- 

tion. The cases presented have been treated at the Medical Col- 

lege of Virginia Hospital during the past two years. 


se opened by ALFRED E. JACKSON, Washington, 


7. “Fractures About the Hand’ (Lantern Slides) (15 min- 


utes, 10 minutes discussion), DANIEL C. RIORDAN, New 
Orleans, La. 

The author will describe closed treatment of fractures of the 
metacarpals and phalanges of the hand including the thumb. 
This will include dislocations of the metacarpophalangeal joints, 
the interphalangeal joints and the carpometacarpal joints of the 
digits. Treatment of irreducible or unstable fractures will be 
considered along with the operative treatment of hand fractures. 


Discussion opened by JOHN P. ADAMS, Washington, D. C. 


8. “Power Motor Injuries,” (10 minutes, 5 minutes discus- 


sion), GEORGE R. MILLER, Gastonia, N. C. 


The rotary lawnmower has brought two types of injury to its 
users. The first is expected—laceration of soft tissues and bone 
from the rotating blade. The second is unusual—injury from 
objects hurled by the rotating blade. Several cases of the 
latter will be presented. The public and the manufacturers 
should be aware of the dangers inherent in the machine. Steps 
should be taken to improve its mechanism. 


opened by ROBERT C. DOOLITTLE, Bethesda, 


Tuesday, November 13, 2:30 to 5:30 p.m. 
Clinical Session 
Georgetown University Hospital 
Tuesday, November 13, 6:00 to 8:00 p.m. 
Leuis Seiz Room, Shoreham Hotel 


SOCIAL HOUR for those _ anti the Section on Ortho- 


pedic and Traumatic Washington Orth 
Club, host. Wives are 


PROGRAM, WASHINGTON MEETING 


Wednesday, November 14, 9:00 a.m. 
Room B, Sheraton-Park 


9. “The Painful Shoulder’ (Lantern Slides) (15 minutes, 
10 minutes discussion), W. McDANIEL EWING, Louis- 
ville, Ky. 

This paper deals with lesions duci hould 


of ruptured cervical disc and cervical of 
diagnosis and treatment will be considered. 


a opened by JULIUS S. NEVIASER, Washington, 


10. ‘“‘Malum Gleni Senilis’” (Lantern Slides) (15 minutes, 10 

minutes discussion), LEE T. FORD and WAYNE A. 
SIMRIL, St. Louis, Mo. 
Malum coxae senilis is a common and well-known entity in 
medicine. The same degenerative arthritis may occur, but with 
less frequency in the shoulder joint. The authors have ten cases 
of severe arthritis in the shoulder which they have chosen to 
call ‘‘Malum Gleni Senilis.’”’ The symptoms, findings, diagnostic 
features and treatment will be discussed. 


Discussion opened by LEONARD T. PETERSON, Wash- 
ington, D. C. 


ll. “The Winged Scapula” (15 minutes, 10 minutes discus- 
sion), DONALD J. O’BRIEN, Florence, Ala. 
The author presents his experience with isolated paralysis of 
the serratus anterior muscle. This condition may be associated 
with pain and varying degrees of weakness in the shoulder girdle 
and extremity. Treatment of the acute and chronic case is con- 


sidered. 
Discussion opened by MAURICE H. HERZMARK, Wash- 
ington, D. C. 


12. ‘“‘The Diagnosis and Treatment of Ruptures of the Ro- 
tator Cuff’ (Lantern Slides and Motion Picture) (30 


minutes, no discussion), JAMES E. BATEMAN, Toronto, 
Ontario. 


Intermission—Visit Exhibits 


13. “Coccygectomy” (Lantern Slides) (10 minutes, 5 minutes 
discussion), JOHN A. POWERS, Charlotte, N. C. 
The author presents indications and contraindications for coccygec- 
tomy secondary to coccygodynia. A review of the patients op- 
erated upon by the author or his associates during the past 20 
years will be analyzed. An attempt will be made to establish 
the criteria for determining which patients should have surgery. 


a es opened by O. ANDERSON ENGH, Washington, 


14. “Use of Pneumatic Tourniquet and Local Anesthesia for 

Surgical Procedures of the Lower and Upper Extremities’’ 
(10 minutes, 5 minutes discussion), RALPH W. COON- 
RAD, Durham, N. C., and WILLIAM E. KNIGHT, Fort 
Smith, Ark. 
The authors will present their experience in using local anesthesia 
and tourniquet for kinds of orthopedic procedures in the lower 
and upper extremities. The technic is ideal for short procedures, 
and, in certain instances, useful for longer procedures. With 
proper preparation the patient will tolerate the tourniquet. 


Discussion opened by ROBERT W. LEE, Washington, D. C. 


15. “Flexion Thumb in the Infant” (Lantern Slides) (10 
minutes, 5 minutes discussion), LYON K. LOOMIS, New 
Orleans, La. 

The author presents a review of clinical and pathological find- 
ings of stenosing tenosynovitis of the flexor pollicis longus. Dif- 
ferential diagnosis is idered and t t described. 


Seeee opened by HENRY L. FEFFER, Washington, 


16. ‘‘Patellectomy’ (Motion Picture) (15 minutes, 10 minutes 
discussion), GEORGE MIYAKAWA, Charleston, W. Va. 
The author reviews diagnosis and treatment of chondromalacia 
of the patella. He has noticed limited return in flexion when 
the lateral portions of the quadriceps | tendon are sutured to the 
central portion. Loss of 1 d when the 
tendon defect was closed from side to side. The author describes 
a technic in which a tongue of the central tendon is turned 
down and sutured to the patellar tendon. A motion picture will 
show long- and short-term follow-ups and statistics will be pre- 
sented covering 20 patients. 


Discussion opened by AUSTIN B. ROHRBAUGH, JR., 
Chevy Chase, Md. 


The Section on Physical Medicine and Rehabilitation cor- 
dially invites members of the Orthopedic Section to attend their 
Thursday afternoon session, November 15, 2:00 p.m., Caribar 


Room, Sheraton-Park, when papers of interest to orthopedists 
will be presented. 
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Thursday, November 15, 9:00 a.m. 
Room B, Sheraton-Park 


17. “Fractures of the Femoral Condyles: Experiences with a 

New Design Femoral Condyle_ Blade-Plate’” (Lantern 
Slides) (10 minutes, 5 minutes discussion), ROBERT B. 
ELLIOTT, Houston, Tex. 
A Blade-Plate for fixation of femoral condyle fractures will be 
described by the author. He believes that this method of treat- 
ment allows shorter hospital stay, faster healing, and fewer 
complications than other methods of treatment. 


- opened by MARVIN M. GIBSON, Washington, 


18. “The Use of Radioactive Phosphorus and Radioautograms 
in the Study of Avascular Necrosis of the Femoral Head”’ 
(15 minutes, 10 minutes discussion), R. A. CALANDRUC- 

O, Memphis, Tenn. 

The author presents the results of a study of avascular necrosis 
of the femur using P®, An effort was made to establish a 
trochanteric-head ratio of radioactivity in order to determine 
if avascular necrosis could be predicted following a femoral 
neck fracture. Several problems arose during this study, and 
these will be discussed. The results suggest that changes in 
density in the head of the femur as seen in the roentgenogram 
do not necessarily indicate avascular necrosis of the head of the 
femur. 


Discussion opened by E. R. KING, Bethesda, Md. 


19. “Fusion of the Charcot Knee” (Lantern Slides) (10 min- 

utes, 5 minutes discussion), EARL P. HOLT, JR., St. 
Louis, Mo. 
The author presents a method of fusion of the Charcot knee 
which consists of a combination of established technics. Positive 
pressure was used in five cases and the intramedullary nail plus 
positive pressure in four cases. One patient in the group had 
both knees fused with successful bone healing and improvement 
of function. 


Discussion opened by ALLEN M. FERRY, Arlington, Va. 


20. “Congenital Abnormalities of the Feet: Roentgen Diag- 

nosis” (10 minutes, 5 minutes discussion), L. A. DAVIS 
and W. S. HATT, Louisville, Ky. 
The authors present a technic for obtaining standard views of 
the infant’s foot. Radiographic criteria for the analysis of the 
normal infant foot and for several congenital abnormalities are 
also presented. 


ee opened by PAUL J. O’DONNELL, Washington, 


21. Chairman’s Address: ‘‘Posterior Dislocation of the Shoul- 
der” (Lantern Slides) (20 minutes, no discussion), S. 
BENJAMIN FOWLER, Nashville, Tenn. 


Intermission—Visit Exhibits 


22. “Syndactylism” (Lantern Slides) (15 minutes, 10 minutes 

discussion), J. HIRAM KITE, Atlanta, Ga. 

Syndactylism makes up forty-seven per cent of the cases of 
congenital deformities of the arm and hand treated at the 
Scottish Rite Hospital for Crippled Children. A review has been 
made of seventy-seven cases. The index and middle fingers were 
fused eleven times, the middle and ring fingers thirteen times 
and the ring and little fingers fourteen times. The first three 
fingers were fused three times and the last three five times. 
In seven cases all four fingers were fused like a ‘“‘mitten.’” In 
thirty-eight cases the fused fingers were normal fingers and in 
thirty-nine they were deformed. Operative treatment is de- 
scribed. 


Discussion opened by JOHN C. OLIVER, Washington, D. C. 


23. “Hereditary Spastic Paraplegia’ (Lantern Slides) (10 min- 
utes, 5 minutes discussion), F. J. FUNK, Atlanta, Ga. 
The author will describe a twenty year old male with multiple 
deformities of the lower extremities associated with a progres- 
sive spastic paraplegia. Forty-seven members of the family were 
investigated and nineteen have a history of spastic paraplegia to 
some degree. The hereditary aspects will be considered. 


Discussion opened by ALLAN M. McKELVIE, Washington, 


24. “Orthopedic Aspects of Motor-Vehicle Accidents: A Dy- 
namic Concept of Acute and Chronic Spinal Injuries” 
(Lantern Slides) (15 minutes, 10 minutes discussion), 
JACOB KULOWSKI, St. Joseph, Mo. 


A dynamic concept implies a point of view which takes in the 


basic relati of hopedics with preclinical, paraclinical, 
clinical and postclinical phases of the life history of motoring 
respectively. This paper, however, limits itself to a series of 
230 cases of cervical, lumbar and combined cervico-lumbar in- 
juries received by occupants of crash vehicles. Particular atten- 
tion will be paid to etiology, pathology (or classification), com- 


Plications and prophylaxis in regard to these types of lesions 
which tend to become chronic in a large percentage of them. ° 


or opened by THOMAS M. FOLEY, JR., Bethesda, 


minutes, 5 utes discussion), THOMAS L. DUNC 
and JOHN L. “WRIGHT, New Orleans, La 


Plantar interdigital is d. The painful inter- 
digital neuroma is present AM. in the third interspace, 
and rarely in the second interspace. The symptoms consist of 
episodes of moderate to severe pain localized to the particular 
interspace and adjacent toes. It is aggravated by tight shoes, 
pressure and compression. Relief may be obtained through con- 
servative treatment using corrective shoes, except in severe cases. 
Resection of the neuroma, a simple procedure done under local 
or general hesia gives I relief. A dorsal approach 
is preferred rather than a plantar one. 


yey opened by EVERETT J. GORDON, Washington, 


Election of Officers. 
Thursday, November 15, 2:30 p.m. to 5:30 p.m. 
Clinical Session 
District of Columbia General Hospital 


SECTION ON PATHOLOGY 


Officers 


Chairman—Albert E. Casey, Birmingham, Ala. 
Vice-Chairman—Gretchen V. Squires, Pensacola, Fla. 
Secretary—Oscar B. Hunter, Jr., Washington, D. C. 


Hosts from the Medical Society of the District of Columbia— 
Richard E. Palmer, Chairman; William D. Dolan, Kenneth 
L. McCoy, J. E. Ash and Vernon E. Martens. 


Presentations limited to twenty minutes with ten minutes for 
discussion--thirty-minute periods—unless otherwise indicated. 


Tuesday, November 13, 2:00 p.m. 
Continental Room, Sheraton-Park 


1. “Chronologic Histologic Changes in Coronary Arteries 

During the First and Second Decades of Life’ (Lantern 
Slides), MICHAEL F. PATTON and H. R. PRATT- 
THOMAS, Charleston, S. C. 
This will be a preliminary report of studies of the human 
coronary arteries from intrauterine life to adulthood. Special 
technics and special stains are being employed in an attempt 
to define the earliest morphological changes that occur in the 
development of coronary arteriosclerosis. 


2. “Leprosy a Diagnostic ae in Surgical Pathology” 
—— Slides), CHAPMAN H. BINFORD, Washington, 
Pathologists engaged in the practice of surgical pathology in 
any part of the United States may have a specimen submitted 
from a patient with unsuspected leprosy. The possibility of 
leprosy may not be considered if the histologic changes are 
minimal or atypical. A group of cases will be presented in 
which the diagnosis of leprosy was missed initially by both the 
clinician and the pathologist. The histologic features of several 
atypical lesions of leprosy will be presented. A number of 
colored lantern slides will be used to illustrate the histo- 
pathology. 


Discussion opened by GEORGE L. FITE, Bethesda, Md.; 
LAWRENCE L. SWAN, Lafayette, La. 


3. “Correlation of ahem Physiological and Biochemical 

Findings of Experimental Myocardial Infarction,” RICH- 
ARD J. BING, St. Louis, Mo. 
Studies have been performed to correlate physiological, patho- 
logical and biochemical events which follow experimental myo- 
cardial infarction in the dog. Coronary blood flow, cardiac out- 
put, blood pressure, pyruvate resistance, enzyme activities of 
malic acid dehydrogenase, isomerase, aldolase and transaminase 
were followed. Historical sections were studied from hearts 20 
minutes, 3 hours, 24 hours, and up to six weeks following myo- 
cardial infarction. Special stains were used. Immediately follow- 
ing infarction there occurs a fall in coronary vascular resist- 
ance, There is a reversal of the normal myocardial pyruvate 
balance which is followed by an i of plasma activity of 
the enzymes mentioned above. Enzyme activity in plasma is at 
its height when muscle necrosis is most pronounced. Plasma 
activity of malic acid, dehydrogenase, isomerase, aldolase and 
transaminase are valuable diagnostic adjuncts in myocardial in- 
farction in man. 
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“Forensic Pathology of the Nervous System,” JAMES 


ROBERT TEABEAUT II, Memphis, Tenn. 
Intermission—Visit Exhibits 


. “Tumor Localization Utilizing Radioisotopes” (Lantern 
Slides), E. R. KING and C. R. HENKELMANN, Bethesda, 


Md. 
11 has been used for several years as an aid in localizing 
metastases of certain pathological types of carcinoma of the 
thyroid. Brain tumor localization of various I**! compounds 
has also been studied for several years. Recent advances in 
brain tumor localization involves a scanning method on a 
radiographic film and also positron scintiscanning using As**. 
P®2 is being studied for localization of eye tumors as well 
as direct brain tumor localization. Ga™? deposition in bone 
t of blastic or mixed osteolytic and osteoblastic 
types has been under surveillance for some time. Recently 
there has been interest in the possible localization of metastases 
to the liver by external counting of I**1 compounds and this 
method appears promising by the use of focusing collimation 
and pulse height analysis. Additional advantages to above 
method is the application of a direct and permanent record 
made available through scintiscanning. 


. “Recent Problems in the Practice of Pathology,’’ W. A. D. 


ANDERSON, Miami, Fla. 
Chairman’s Address: ALBERT E. CASEY, Birmingham, 
Ala. 


Election of Officers. 


Thursday, November 15, 9:00 a.m. 
Burgundy Room, Sheraton-Park 
Joint Session with Section on Medicine 


Co-sponsored by Southeastern and South Central Regional 
Committees of the College of American Pathologists. 


. “Newer Anatomical Features of the Central Nervous Sys- 


tem” (Lantern Slides), ARTHUR A. MORRIS, Washing- 
ton, D. C. 

The advent of newer and safer contrast materials and x-ray 
methods has broadened our anatomical understanding of cerebral 
vascular disease. The fast circulating time shows close corre- 
lation with the rapid turnover of certain chemical processes, 
especially those involved with acetylcholine. The rich anastomatic 
vascular bed accounts for the widespread effect of general 
somatic disease upon cerebral function and upon the clinical 
recovery of catastrophic happenings such as paralysis. We now 
can show that when a major vessel is occluded the circulation 
may flow backwards through the distal segment, thereby 
nourishing the part deprived of its circulation. Adequate ap- 
praisal of arteriosclerotic effects on the vessel locally and upon 
the brain generally can be visualized. It is proper and safe 
to visualize the vascular tree in almost every case of cerebral 
hemorrhage. As better refinements of showing anatomy become 
available, other indications for treatment will be found. Al- 
though the anterior cerebral circulation has enthusiastically 
been studied the posterior cerebral circulation and the circula- 
tion of the spinal cord has been greatly neglected. 


. “Some Neurochemical Factors Affecting Cerebral Function 


and Activity’ (Lantern Slides), DONALD B. TOWER, 
Bethesda, Md. 

The more important factors subserving normal cerebral function 
and activity will be reviewed briefly. These will include the 
blood-brain barrier, oxygen and glucose requirements, and the 
general route of glucose metabolism to provide cellular energy. 
The importance of such factors will be illustrated by brief 
examples of biochemical lesions at various steps in the metabolic 
sequences, such as anoxia, hypoglycemia, virus encephalitis, 
various genetic and toxic agents, and seizures. Correlations, 
where possible, with EEG and clinical pictures will be empha- 
sized. Stress will be laid upon useful principles rather than 
detailed enumeration of syadromes. 


- “Aseptic Meningitis: The Role of Polio, Coxsackie and 


ECHO Viruses and Other Agents in Its Etiology’ (Lantern 
Slides), JOSEPH E. SMADEL, Bethesda, Md. 

Information on the clinical, clinical pathological and virological 
findings in patients with aseptic meningitis of diverse etiology 
will be presented. Particular emphasis will be given to the 
importance of polioviruses and certain of the Coxsackie and 
ECHO viruses in causing this syndrome. The role of the diag- 
nostic laboratory and the value of tissue culture procedures in 
differentiating nonparalytic poliomyelitis from aseptic menin- 
pal caused by viruses other than poliomyelitis will be dis- 


Intermission—Visit Exhibits 


- “Neuropathological Features of Herpes Simplex and In- 
clusion Encephalitis” (Lantern Slides), WEBB HAY- 
MAKER, Washington, D. C. 
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This discussion is chiefly on the neuropathological features «, 
some 20 cases of inclusion encephalitis, in 5 of which herpes 
simplex virus etiology was established. Two of the cases were 
in newborns. A minority in adults reached subacute and chronic 
stages. In herpes simplex in adolescents and adults a charac- 
teristic feature was gross softening, particularly in the tem- 
poral lobe. This was reflected microscopically by massive ae- 
struction of affected areas providing a strong clue to diagnosis 
even before intranuclear inclusion bodies were found. In none 
of these patients were cutaneous herpetic vesicles observed. 


12. PANEL DISCUSSION: “Differential Diagnosis of Meninge- 
encephalitis” (45 minutes). 


Thursday, November 15, 2:00 p.m. 
Burgundy Room, Sheraton-Park 
Joint Session with Section on Medicim 


13. Cerebral Vascular Disease and Strokes’ (Lantern Slides), 
RAYMOND D. ADAMS, Boston, Mass. 


14. PANEL DISCUSSION: “Common Neurologic Problems, 
Recent Advances in Their Interpretation and Manage- 
ment.” 

E. CHARLES KUNKLE, Durham, N. C., Moderator 


Panel Members 
“Muscle Diseases” (Lantern Slides) MARTIN G. NET- 
SKY, Winston-Salem, N. C. 
“Neuropathies,”"” EPHRAIM ROSEMAN, Louisville, Ky. 
“Vascular Headaches” (Lantern Slides), E. CHARLES 
KUNKLE, Durham, N. C. 


“Epilepsy” (Lantern Slides), THOMAS W. FARMER, 
Chapel Hill, N. C. 


SECTION ON PEDIATRICS 


Officers 


Chairman—Arild E. Hansen, Galveston, Tex. 
Vice-Chairman—Nelson K. Ordway, Chapel Hill, N. C. 
Secretary—Blair E. Batson, Jackson, Miss. 


Hosts from the Medical Society of the District of Columbia— 
William F. Burdick, Chairman; Frederic G. Burke, John O. 
Nestor, James W. Oberman, Roland W. Penick, Joseph M. 
LoPresti and Preston A. McLendon. 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute periods. 


Tuesday, November 13, 9:00 a.m. 
Maral Room, Sheraton-Park 


1. “‘Non-opaque Foreign Bodies of the Air Passages in 

Children” (Lantern Slides), ISIDORE LATTMAN, Wash- 
ington, D. C. 
In this day of almost too rapidly scientific advance in medicine 
it seems rather prosaic to discuss this subject. But, nonetheless, 
we think it of sufficient importance to report it, particularly 
in children. We want to review our experience in this condition 
at Children’s Hospital, Washington, D. C., and to demonstrate 
what an important part the x-ray findings play in the accurate 
diagnosis and location of the foreign body. The history and 
physical findings are of utmost importance. The x-ray findings 
are by no means infallible, however. 


Discussion opened by GEORGE WILLIAM WARE, Wash- 
ington, D. C. 


2. “The Management of Acute Nephritis’’ (Lantern Slides), 
WILLIAM DeMARIA, Durham, N. C. 
The basic mechanism responsible for the many signs and symp- 
toms of acute glomerulonephritis is still unsettled. However. 
with available evidence it appears that arteriolar spasm occurs 
throughout the vascular tree. The treatment of acute nephritis 
with emphasis on management of will be di d 


Intermission—Visit Exhibits 


$. Panel Discussion: ““Anemias of Infancy and Childhood” 
(Lantern Slides). 
Moderator: EUGENE KAPLAN, Baltimore, Md. 
Panel Members: DORIS HOWELL, Durham, N. C. 
WILLIAM H. ZINKHAM, Baltimore, Md. 
SANFORD F. LEIKIN, Washington, D. C. 
The hematologic disturbances of infancy and childhood are as- 
sociated with a large variety of clinical disorders. A panel dis- 
cussion of the practical aspects of their recognition and man- 
will ider the following categories: the anemias of 
the newborn nursery, particularly erythroblastosis and placental 
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hemorrhage; iron deficiency anemia and its distinction from the 
anemia h la; congenital hemolytic 


and 


day, N ber 14, 9:00 a.m. 
Mural Reom, Sheraton-Park 


. “Adhesions of the Labia Minora: Treatment with Topical 


Estrogenic Ointment” (Lantern Slides), B. H. WILLIAMS 
and C. J. CRAMM, JR., Temple, Tex. 

Forty five cases have been treated successfully by the topical 
application of estrogenic ointment. Clinical manifestations of 
other ‘‘end-organ’’ changes have not been significant with the 
doses used. This t is ad ted since the physical and 
psychological trauma of a re _ procedure with or without 
anethesia has been elimi btained before, 
during and after treatment will be exhibited. 


Discussion opened by JOHN E. BURCH, Joplin, Mo. 
5. 


Discussion opened by 


Discussion opened by 


7. “The Small Infant With the Large 


“The Hereditary Factor in Rheumatic Fever in Florida” 
(Lantern Slides), MILTON S. SASLAW, Miami, Fla. 
Records of 2,478 children seen at the National Children’s Car- 
diac Hospital, Miami, Florida, between January 1, 1952, and 
December 31, 1955, were analyzed to determine whether the 
pattern of inheritance of rheumatic fever was consistent with 
the pattern expected of a single recessive autosomal characteris- 
tic. Application to our data of the Lenz-Hogben statistical for- 
mula as presented by Wilson, failed to show the expected in- 
creased frequency in ‘‘rheumatic’’ families. 


ROBERT QUINN, Nashville, 
Tenn.; BERNARD J. WALSH, Washington, D. C. 
Intermission—Visit Exhibits 
“The Diagnosis of Cystic Fibrosis of the Pancreas’ (Lan- 
tern Slides), ROBERT E. COOKE, Baltimore, Md 
Optimal prognosis for children with cystic fibrosis of the pan- 
creas is dependent upon early diagnosis and therapy. A defini- 
tive diagnosis of this condition is d dent upon lab y 
facilities which should be readily available to every practicing 
physician. The required equipment is inexpensive; the technical 
procedures are in common use in routine hospital laboratories; 
and the results are usually unequivocal. Details relating to the 
interpretation of laboratory findings in cystic fibrosis of the 
pancreas will be presented. 


OSEPH M. LoPRESTI, Washington, 
D. C.; BARTON CHILDS, Baltimore, Md. 


Heart” (Lantern 

Slides), CATHERINE A. NEILL, Baltimore, Md 

The causes of congestive cardiac failure in infancy are divided 
into four main groups. The clinical details, including fluoroscopic 
and electrocardiographic findings are outlined, which enable a 
probable diagnosis to be reached before proceeding to catheteriza- 
tion and other studies. The management of such infants by 
digitalization, low sodium intake and diuretics is discussed and 
illustrated, and the prospect of surgical correction in the near 
future by open heart surgery is outlined. 


Chairman’s Address: ARILD E. HANSEN, Galveston, Tex. 


Thursday, November 15, 
Mural Room, Sheraton-Park 


9:00 a.m. 


“Newly Isolated Viruses in Respiratory Disease’’ (Lantern 


" Slides), ROBERT H. PARROTT, Washington. D. C. 


Discussion opened by JOHN A. WASHINGTON, 


The use of infant animals such as suckling mice and of tissue 
culture methods in virology have uncovered hundreds of new 
viruses, some falling into certain large groups, others uncate- 
gorized. Two large groups of these viruses have been found in 
association with the respiratory tract of human beings, some- 
times in association with clinical disease. These are Group A 
Coxsackie and the Adeno Viruses. Adeno Viruses have been 
found in association with a clinical entity called pharyngo 
conjunctival fever and in cases of acute respiratory disease in 
military recruits, as well as certain forms of conjunctivitis. 
Group A Coxsackie Viruses have been found most often in 
association with cases of herpangina. 


Washing- 
ton, D. C. 


“Factors in the Prevention of Cerebral Palsy” (Lantern 
Slides), ARR NELL BOELSC RILD E. HANSEN 
and ROBERTINE ST. JAMES, Galveston, Tex. 

A review is given of the data regarding the gestation, delivery 
and neonatal period as obtained from the application forms of 
the first 240 admissions to a local school for cerebral palsied 
children. Normal histories were found in only 10 per cent and 
etiological factors included prematurity, anoxia, complicated 


deliveries, prolonged labor, and jaundice. The purpose of pre- 
senting the paper is to call attention to the problem of cerebral 
palsy and possible avenues of prevention. 
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Intermission—Visit Exhibits 
Address: MARGARET H. D. SMITH, New York, N. Y. 


PANEL DISCUSSION: “Meningitis in Childhood” (Lan- 

tern Slides). 

Moderator: McLEMORE BIRDSONG, Charlottesville, Va. 

Panel Members: ALLAN B. COLEMAN, Washington, D. C. 
SYDNEY ROSS, Washington, D. C. 
JONATHAN M. WILLIAMS, Washing- 

ton, D. C 

The di is and t t of ie meningitis in children 

will be discussed. Optimal therapy for the different types of 

bacterial meningitis will be evaluated with some comment on 

the alternative modalities of treatment which are currently avail- 

able. 


Election of Officers. 


SECTION ON PHYSICAL MEDICINE 
AND REHABILITATION 


Officers 


Chairman—Louis P. Britt, Memphis, Tenn. 
Vice-Chairman—A. B. C. Knudson, Washington, D. C. 
Secretary—Oscar O. Selke, Jr., Houston, Tex. 

the Medical Society of the District of 


Knudson, Chairman; Frederick J. Balsa Harry 


Kessler, Isador Levin, Charles D. Shields and Charles 8. 
ise. 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute periods unless otherwise indicated. 


4. 


Discussion opened by 
N. C. 


Thursday, November 15, 
Caribar Room, Sheraton-Park 


9:00 a.m. 


. Chairman’s Address: ‘Progress in Cerebral Palsy,’ LOUIS 


P. BRITT, Memphis, Tenn. 


“What Physicians Should Know About Respirators” (Lan- 


* tern Slides), HERBERT KENT, Oklahoma City, Okla. 


This is a comparative study of ‘‘tank-type”’ 
respirators commonly employed in the 
cases. Design features, operation, advantages and disadvantages 
are given so that the physician will be better prepared to select 
the appropriate apparatus for his patient requiring such therapy. 
In addition, important common aspects in the operation of these 
respirators are discussed. 


and “portable” 
of 


Discussion opened by RACHEL F. WEEMS, Ashland, Va. 
3. 


“Cost of Rehabilitation,” ODON F. von WERSSOWETZ, 
Gonzales, Tex. 
This is a report of a survey of comprehensive rehabilitation cen- 
ters. By the term, comprehensive center, it is meant one that 
is able to provide all the different ancillary services that are 
required for the complete rehabilitation of the patient; that is, 
physical therapy, occupational therapy, speech therapy, vocational 
logical testing, ability to provide orthosis and 
prosthesis ‘and rehabilitation nursing. Unfortunately, too many 
places have been established as rehabilitation centers which can 
only provide treatment for minor and short-term disabilities. 
These should not be called rehabilitation centers but treatment 
clinics. This survey is mostly made to determine the policies 
that govern the treatment of the inpatient. These include the 
cost of different services, procedures employed in granting thera- 
peutic passes and other pertinent facts in managing such cen- 
ters. An analysis is made to determine the trend and general 
policies that have been adopted by these comprehensive rehabili- 
tation centers. 


as opened by HARRIET E. GILLETTE, Atlanta, 
a. 
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the Older (Lantern Slides), 


“Prostheses and 
. McGOVERN, Richmond, 


aes W. PARK and R. E 
a. 

This paper is a discussion of prosthetic appliances including 
artificial limbs and braces for patients fifty years and older. 
Cases are presented which demonstrate characteristic problems 
that arise in adapting older individuals to these special appara- 
tus. 


GEORGE D. WILSON, Asheville, 


5. “Orthopedic Devices for Upper Extremity Weakness” (Lan- 


tern Slides), ROBERT L. BENNETT, Warm Springs, Ga. 


Functional rehabilitation of the patient with severe upper ¢- 
tremity k ing attention over the past 
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ten years. During this period of time, many devices have been 
developed to assist and support the weakened shoulder, arm, 
forearm and hand. These devices fall into three groups: (1) ap- 
paratus which permits the patient to reach forward; (2) appa- 
ratus to bring the hand toward the head; and (3) apparatus to 
restore power of pinch. 


ranges opened by CHARLES D. SHIELDS, Washington, 
C. 


6. 


Thursday, November 15, 12:00 noon 
Franklin Room, Sheraton-Park 


Luncheon 


Thursday, November 15, 2:00 p.m. 
Caribar Room, Sheraton-Park 


“The Spastic Gait’? (Lantern Slides), ARTHUR STEIND- 
LER, Iowa City, Ia. 

The difficulty of analyzing the spastic gait is encountered for 
many basic reasons. In considering the problem, the dynamics 
of uniarticular and biarticular muscles, the interplay of gravi- 
tational forces, ground pressure, and muscle dysequilebrium, are 
evaluated as to the role they play in the gait pattern. Recon- 
struction procedures such as (1) release of the rectus femoris as 
flexor of the hip, (2) release of flexion contracture of extensory 
retinaculum, (3) hamstring transposition, and (4) recession op- 
eration of the gastrocnemius, are discussed in regard to their 
therapeutic contribution. The technics of alternation and auto- 
matism are considered in the re-education and rehabilitation 
program for the spastic gait. 


. “Physical Therapy in Intervertebral Disc Lesions,”” LOUIS 


N. RUDIN, Baltimore, Md. 

The conservative t of int bral dise lesions en- 
tails the discriminate use of physical therapy. What is the best 
and most practical management of these cases? Such should be 
based on a sound anatomical and physiological rationale. The 
use of various forms of diathermy, ion transfer, ultrasonics, and 
therapeutic exercise are discussed in relation to indications and 
expected results. 


opened by CHARLES STANSKY, Bay Pines, 


ye opened by ANTHONY L. BRITTIS, Washington, 


9. 


Discussion of 9 and 10 opened by FRANK R. 


la. 


. “The Use of Therapeutic Exercise in Patient with Im- 


paired Vital Functions’ (Lantern Slides), JACK B. MOH- 
NEY, Houston, Tex. 

A therapeutic exercise program for patients with involvement of 
vital functions, e.g., cardio-respiratory system, must be planned 
carefully. From the physical medical viewpoint, the d 

must give maximum benefit to the patient. But at the same time, 
the patient must not be extended beyond his physical reserves, 
as monitored by studies of the vital functions. It is apparent 
that medical evaluation of vital function may limit exercise; 
however, if the intensity of the i is duall 
increased, excellent results may be attained without impairment 
or extension of the primary or di t. This paper 
is di d on h and experience obtained in the care 
of poliomyelitis patients with respiratory and spinal involvement. 
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“Recent Advances in Upper Extremity Prosthetic Devices,” 
MAURICE J. FLETCHER, Washington, D. C. 

Current devices for prosthetic fitting, together with the research 
findings pertinent to future design and development of artificial 
arms and terminal devices will be discussed. Discussion will 
include demonstrations and an exhibit of artificial arms and 
hands, also a demonstration of the cineplasty method of termi- 
nal device control and the adaptability of prosthetic fittings to 
ne all groups from three and one-half months through 


“Training Considerations in Amputee Rehabilitation,” 


FREDERICK E. VULTEE, Washington, D. C 

While much has been written of the successful result of total 
amputee rehabilitation, one finds little mention of the small but 
important complications which may arise during the training 
period. Some of these problems are: failure of the physician to 
assume a realistic attitude toward the individual patient and his 
disability, failure of the physician who will guide training and 
the final phases of rehabilitation to recognize potential compli- 
cations before accepting responsibility for the patient, and fail- 
ure of the entire staff to be aware of the many prosthetic de- 
vices, their function and their indication, which are available 


pod — prescription. These problems, and others, are dis- 


DiPAULA and EDWARD T. HASLAM, New Orleans, La. 


Election of Officers. 


PROGRAM, WASHINGTON MEETING 


SECTION ON PROCTOLOGY 


Officers 


Chairman—Edgar Boling, Atlanta, Ga. 

Vice-Chairman—Garnet W. Ault, Washington, D. C. 

Secretary—J. Wade Harris, Houston, Tex. 

Hosts from the Medical Society of the District of Columbia— 
Garnet W. Ault, Chairman; Robert S. Smith, A. F. Castro, 


Charles E. Hannan, Norman H. Isaacson and J. J. Wein- 
stein. 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute 


Tuesday, November 13, 9:00 a.m. 
Franklin Room, Sheraton-Park 


1. “Internal Procidentia of the Rectum” (Lantern Slides), 
HENRY B. ASMAN, Louisville, Ky. 


Discussion opened by FRANCIS J. BURNS, St. Louis, Mo. 


2. “The Coexistence of Adenomatous Polyps and Diverticuli- 

tis of the Sigmoid’’ (Lantern Slides), A. F. CAS 
Washington, D. C. 
The association of adenomatous polyps and diverticulitis is not 
unknown to colon surgeons. A review of 108 consecutive cases of 
diverticulosis and/or diverticulitis was made. In this group 23 
cases showed the presence of adenomatous polyps in the neigh- 
borhood of the involved segment of colon. The significance of 
these findings and the alterations in the mode of treatment of 
these cases are discussed. 


Discussion opened by EARL RASMUSSEN, JR., Atlanta, Ga. 


Intermission—Visit Exhibits 


3. Qe Address: ‘“‘The Role of a Specialty-—Proctol- 
*’ EDGAR BOLING, Atlanta, Ga. 


4. “Management of Anterior Rectal Abscesses, Fistulas and 

Lacerations” (Lantern Slides), RUFUS C. ALLEY, Lex- 
ington, Ky. 
The author reviews the anatomy of the perineum and attach- 
ments of the anorectum. The various causes of anterior rectal 
abscess and the best method of drainage. There are many meth- 
ods of surgical approach to the anterior fistulas to prevent 
anal incontinence and these are discussed thoroughly. 


Wednesday, November 14, 9:00 a.m. 
Franklin Room, Sheraton-Park 


5. “The Relationship of Low Backache to Anorectal Path- 

ology,”” R. LEEVES McCARTY, Charlotte, N. C. 

The author has been impressed by the many patients having low 
backache who also have t anal fis- 
sure. In a high percentage of — cases, after having ruled out 
other causes for the backache, gratifying results have been ob- 
tained after removal of the anorectal pathology. The possible 
explanations for this are discussed and case reports are given. 


Discussion opened by JULIUS E. LINN, Birmingham, Ala. 


6. “Benign Tumors of the Rectum, Potentially Malignant” 
(Lantern Slides), MATTHEW A. LARKIN, Miami, Fla. 
Certain common tumors of the rectum, such as hypertrophied 
papillae, are almost universally considered benign. Others, such 
as lymphatic tumors, are usually thought benign; while still 
others, such as neurofibromas, may be benign or malignant. 
This paper will discuss these and other benign tumors with 
examples of malignant change in the tumors mentioned above. 
There will be accompanying slides, mainly microscopic pathology 
in nature. 


Discussion opened by RALPH F. ALLEN, Miami, Fla. 
Election of Officers. 


Intermission—Visit Exhibits 


Meeting with Southeastern Proctologic Society and a Dry 
Clinic given throughout remainder of the morning. 


Wednesday, N ber 14, 2:00 p.m. 
Room A, Sheraton-Park 


Joint Session with Section on hg f 
20-minute papers—10-minute discussion period. 


7. “Some wer Aspects of Diverticulitis of the Colon,” 
HARVEY SS. STONE, Baltimore, Md. 
Rectal bleeding is unusual but is definitely encountered with 
diverticulitis at times. Pain referred to left testes may be a 
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symptom of diverticulitis of the sigmoid or descending colon. 
It is probably due to extension of pericolonic inflammation to 
involve the left ureter. There is no objective change in the 
testes or spermatic cord. Following the second definite attack 
of moderate or marked severity with x-ray evidence of diverticula 
in the colon, operation should be advised. The present custom 
of deferring operation until some surgical complication compels 
intervention should be changed. The proposed change is not 
radical but really conservative in avoiding serious hazards. 
The present mortality of interval colon resections is less than 
the dangers attending delay in operating. The operation should 
be a radical resection of the area involved, even if this means 
removal of half or more of the colon. One stage resection with 
is is the d of choice. 


Discussion opened by MONTE EDWARDS, Baltimore, Md. 


8. “‘Adenomatosis of the Large Bowel and Its Surgical Treat- 
ment: Report of Fifty Six Cases’’ (Lantern Slides), HARRY 
E. BACON and GUILLERMO VILLALBA, Philadelphia, 


‘a. 
Disseminated adenomatosis of the colon cannot be considered a 
rarity. Its importance must not be underestimated because of 
the high incidence of malignancy. Total colectomy with ileostomy 
and proctectomy in a single stage is the procedure of choice. 
The rationale of preservation of the retcal segment is discussed. 


ye opened by GARNET W. AULT, Washington, 


9. “Multiple Abdominal Injuries Due to Nonpenetrating 
Trauma” (Lantern Slides), J. D. MARTIN, JR., Emory 
University, Ga. 

Multiple injuries necessitate a decision as to which is first in 
regard to seriousness and in which immediate treatment is 
mandatory. When doubt exists the approach is on the side of 
safety, which is early exploration. Colon perforations and in- 
juries to the duodenum result in more rapid evidences of peri- 
toneal irritation. The large bowel perforations cannot be man- 
aged in most instances by simple closure but must be protected 
by proximal colostomy if closure is attempted or preferably an 
exteriorization of the involved segment followed by later closure. 


Intermission—Visit Exhibits 


10. PANEL DISCUSSION: “The Diagnosis and Management 
of Bleeding per Rectum” (1 hour). 
Moderator: HARVEY B. STONE, Baltimore, Md. 
Panel Members: SAMUEL F. MARSHALL, Boston, Mass. 
EUGENE M. BRICKER, St. Louis, Mo. 
GARNET W. AULT, Washington, D. C. 
HARRY E. BACON, Philadelphia, Pa. 


SECTION ON PUBLIC HEALTH 
Officers 


Chairman—Kirk T. Mosley, Oklahoma City, Okla. 

Vice-Chairman—W. P. Gardiner, New Orleans, La. 

Secretary—William W. Schottstaedt, Oklahoma City, Okla. 

Hosts from the Medical Society of the District of Columbia— 

. Halsey Hunt, ——: Milton M. Greenberg, Margaret 

M. Nicholson and Leroy E. Burney. 

Presentations limited to twenty minutes with ten minutes for 
— thirty periods—unless otherwise indi- 
cated. 


Tuesday, November 13, 2:00 p.m. 
Right Balcony, Sheraton-Park 


1. Chairman’s Address: “The Communication of Informa- 

tion” (Lantern Slides), KIRK T. MOSLEY, Oklahoma 
City, Okla. 
Transforming research results and advances in medical and 
health knowledge into services for the public presents many prob- 
lems. One problem, often overlooked, is the communication of 
Pertinent information to professional groups including paramedical 
professions who have responsibilities in applying the advances in 
health knowledge to society. This problem will be discussed. 


2. “Trends in Public Health Programs,” LEROY FE. BUR- 
NEY, Washington, D. C. 
With continued in the of communicable dis- 
eases, other health problems loom in importance and merit the 
increased attention of public health officials as well as private 
physicians. Chronic diseases and disabilities, accidents, air 
pollution, and radiological hazards are some of today’s health 
Problems that require a variety of community services. Communi- 
ties look to physici for 1 in Di 
rehabilitation, home care and other needed programs. 


Discussion opened by GEORGE MAKSIM, Washington, D. C. 
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3. “An meee See Program in a Local Health De- 


Discussion for fifteen minutes following panel discussion. 
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partment,” HARLE V. BARRETT, Ponca City, Okla. 

A program carried out for one year in a local health department 
is described. The program consisted of screening examinations of 
employees of small industries. The results of the examinations: 
(1) height, (2) weight, (3) hemoglobin in per cent, (4) blood 
pressure, (5) urinalysis—specific gravity, sugar (clinitest), and 
albumin (bumintest), (6) Wassermann, (7) chest x-ray, (8) vis- 
ion (orthorator), (9) hearing (audiometer), and (10) electrocar- 
diogram done by a nurse, were reported to the family physician, 
who d the ibility for further care of the patient. 
This was a pilot study and was done in cooperation with the local 
medical society. 


Intermission—Visit Exhibits 


PANEL DISCUSSION: “Community Follow-Up Program 
for Mental Hospital Patients.’ 

WILLIAM J. PEEPLES, Rockville, Md., (10 minutes) 
A discussion of how mental patients are followed during and 
after hospitalization. Public health nurses gain rapport with the 
family of the patient and then visit the family and patient after 
the patient is discharged. Families gain insight into what the 
hospital is like, the hospital can obtain information on the home 
situation and the family can prepare with the nurses’ help for 
the patient’s return. 

VIRGINIA STONE, Rockville, Md., (10 minutes) 
This will deal with the public health nurse’s responsibilities to 
the family of a newly admitted case and to the patient and his 
family upon parole. The plan of orientation of the nursing staff 
for this new project will be outlined. The receptiveness of the 
family, the private physicians and other community workers to 
the public health nurse in this role will be developed. One of 
the outstanding features of this program is the relationship of 
the Health Department and the Mental Hospital which will be 


ELSE JOCKEL, Sykesville, Md., (10 minutes) 
Community centered psychiatry has become a primary objective 
for the state hospital which sees itself as holding in trust a 
community ibility for tr t for the duration of acute 
illness. To carry out this concept we initiated joint work with 
Montgomery County on a two-fold problem: How can patients be 
better prepared for this kind of hospitalization, and how can the 
community be better prepared for their return home? This led 
to the delegation of the follow-up tasks to the public health 
nurse and of consultative and liaison work to the hospital social 
worker. The program includes (1) referrals and follow-up of the 
families of newly admitted patients and of paroled patients, (2) 
orientation of nurses, and (3) enlistment of continuous com- 
munity participation. 


“An Epidemiologic Analysis of Diphtheria Cases’ (Lantern 
Slides), HELEN A. MOORE, Atlanta, Ga. 

The present status of the diphtheria problem in the nation will 
be reviewed briefly with comment upon the present geographic 
localization and seasonal occurrence of the disease. The present 
age, race and social selection will be described. The results of 
a special study of the diphtheria in a southern state will be 
presented in more detail. This will cover both the epidemiological 
aspects of the disease and current medical and public health 
practice in regard to it. 


a. aA W, 
Ww y, 


Right Balcony, Sheraton-Park 


15, 2:00 p.m. 


e Treponemal Tests for Syphilis” paper Slides), 
WARFIELD GARSON, Chapel Hill, N. 

The newer treponemal tests for syphilis are guested including 
a brief di of per bility, specificity and 
sensitivity, interpretation and economics. Tests are arbitrarily 
divided for discussion into those using the whole body virulent 
Treponema pallidum antigen and those using as antigen @ 
prepared fraction from this organism. Tests reviewed are Tre- 
ponema Pallidum Immobilization (T.P.I.), Treponema Pallidum 
Agglutination (T.P.A.), Treponema Pallidum Immune Adherence 
(T.P.1.A.), Treponema Pallidum Methylene Blue (T.P.M.B.), 
and Treponema Pallidum Complement Fixation (T.P.C.F.). 


“The Role of Official Public Health Agencies in Home 
Accident Prevention,” SEWARD E. MILLER, Washing- 
ton, D. C 
Death and disability from home accidents and their manner of 
occurrence in relation to time, place, characteristics of host. 
etc., are regularly occurring phenomena which conform to the 
same biologic laws as disease processes. Therefore, their multiple 
causation can be studied and prevented — epidemiologic 
analysis, establishment of causes, devel app 
of preventive measures and evaluation. Official ‘health agencies 
can incorporate these procedures into their existing operation 
rapidly and effectively. 


“Home Care of Active Tuberculosis” (Lantern Slides), 
JOSEPH B. STOCKLEN, Cleveland, O. (30 minutes) 


aa 
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“The Use of Radioactive Phosphorus and Testosterone in 
Metastatic Bone Lesions from Breast and Prostate” (Lan- 
tern Slides), J. R. MAXFIELD, JR., and JACK G. S. 


Since the advent of effective tuberculosis antimicrobials and later 5. 
the general availability of tuberculosis hospital beds, which made 
possible a choice of inpatient or outpatient treatment of tuber- 


culous patients, the place of ambulatory treatment in the tuber- 
culosis control program has been widely debated. Several studies 
attempting to assess the value of the outpatient care of active 
tuberculosis have been published. These studies are analyzed. 


Intermission—Visit Exhibits 


MAXFIELD, Dallas, Tex. 


We believe that more is to be desired in the treatment of the 
patient with metastatic cancer in bone than is available by ex- 
ternal radiation therapy, castration, steroid hormone therapy or 
chemotherapeutic agents. The plan of treatment which we here 
present is sufficiently better in relief of pain, alleviation of 
symptoms and the production of longer remissions than has here- 


9. “The Components of a Chronic Disease Control Program,” tofore been available. In the manner described herewith we feel 
MATTHEW TAYBACK, Baltimore, Md. the technic is a relatively safe procedure with no more compli- 

A new standard of adult health and of level of rehabilitation in cations than are found in other methods used to. treat advanced 
the case of “‘crippling’’ illness is now possible as a result of malignant disease. We believe that it should be used as early 
advances in physical medicine and through public support and as metastasis in the bone can be diagnosed in order to accom- 
government stimulation of coordinated efforts to control chronic plish the most for the patient. The advantages of the treatment 
disease. An attempt is made to describe the elements of medical are: (1) eliminates prolonged use of hormones, thereby minimiz- 
service which are required to assure residents of any community ing the undesirable effects of the hormones; (2) eliminates ra- 
current attainable standards for aduft health. diation sickness; (3) reduces the treatment visits of the patient 
to the doctor; and (4) provides maximum comfort with the pos- 

10. “Experiences in the Treatment of Human Beings with sibility of a spectacular reparative change for long periods of 


Antirabic Vaccine” 

DANIEL, Columbia, S 
More than one-third of humans in South Carolina exposed to 
rabid or suspected rabid animals are given antirabic treatments 
unnecessarily. Three deaths and many serious reactions have oc- 
curred in this group of individuals. During five years of a con- 
certed state-wide antirabies campaign, humans given antirabic 
vaccine in South Carolina have been reduced by nearly fifty per 


Slides), GERALD E. Mc- 


time in even extensively involved patients. 


Discussion opened by ROBERT J. FINK, Eau Claire, Wis. 


Wednesday, November 14, 12:00 noon 
Palladian Room, Shoreham Hotel 


cent. A review of recent ad in the of persons Luncheon Meeting 
exposed to rabid animals is presented. 
Charles M. Gray, Chairman, presiding. 
Address: ‘‘The Radiologist’s Problems, Fall, 1956,’"" MR. WIL- 
LIAM C. STRONACH, Executive Secretary, American 
College of Radiology, Chicago, Ill. 
s ON ON 10: Y Wednesday, November 14, 2:00 p.m. 
Officers Left Balcony, Sheraton-Park 
Chairman—Charles M. Gray, Tampa, Fla. 
Vice-Chairman—Jesshill Love, Louisville, Ky. 6. “Study of the Gallbladder with Special Emphasis on In- 


travenous Cholangiography” 
J. REEVES, Durham, N. C. 


A review of the gallbladder problem is done and various meth- 


(Lantern Slides), ROBERT 
Secretary—Ted F. Leigh, Emory University, Ga. 


a Laon the Medical Society of the District of Columbia— 


J. Den, Chairman; Joseph F. ay Eugene J. 


McDonald, David H. Rosenfeld and Fred O. 


Presentations limited to twenty minutes with ten minutes for 


discussion—thirty-minute periods. 


Tuesday, November 13, 
Left Balcony, Sheraton-Park 


2:00 p.m. 


“Roentgen Manifestations of Sickle Cell Disease’ (Lan- 
tern Slides), DAVID S. CARROLL, Memphis, Tenn. 


ods brought up-to-date. Comparative studies of various drugs 
which have been reported the last few years are summarized and 
the best results are given and the performance of the latest two 
or three drugs is cempared. The technic of Cholografin studies is 
given with the slight variation in the standard method which is 
advised. — djuncts to is are listed and 

d of error is discussed and attempt made 
to explain ae small percentage of error in the study of biliary 
disease. 


Discussion opened by FRED O. COE, Washington, D. C. 


In the negro race sickle cell disease is more common than all 7. “Pituitary Adenoma” (Lantern Slides), MARTIN 
other blood dyscrasias combined. The disease is so protean in its SCHNEIDER, Galveston, Tex. 
clinical manifestations that differential diagnosis is oftentimes A review of treat hnics and results in adenomas 
confusing, and roentgen changes may give the first clue as to of the agent will be presented in the light of current concepts 
diagnosis. Bone changes are oftentimes spectacular and are re- of apeutic 
lated to a combination of multiple infarctions and marrow hy- 
perplasia. This report is based on a series of 124 cases studied 8. “Amplification Fluoroscopy in the Private Office,” AL- 
at the John Gaston Hospital. FRED O. MILLER, Louisville, Ky. 
Di ; ; The image amplifier fluoroscope has definite advantages even in 
iscussion opened by J. CASH KING, Memphis, Tenn. the small private office. These advantages are based on the 
2. “ ‘Hopeless’ Malignancy,” brighter image, obtained with less radiation to the patient and 
J AMES: CR ANFORD Chasen ——. JR., and operator, and visualized without the necessity of dark adaptation. 
. ’ The disadvantages are due primarily to the small field and the 
The therapeutic radiologist is consulted in cases of some forms hysical bulk of th N ics in 
of malignancy only after other resources have been exhausted and 
ts thd study of the gastrointestinal tract are permitted whereby detailed 
is tempted to take advantage of percentage figures indicating that 
pete rind — the P mayer A minimal, and to advise emptying process. Polyps in the colon are more rapidly seen. Milk- 
i de oe "i saaiee ase histories are quoted to support ing action of the calyces and peristalsis in the ureters can be 
indivi ual. at percentage figures cannot be applied to the observed following the intravenous injection of the usual contrast 
F material. Minor subluxations in the cervical spine, following 
Discussion opened . whiplash injuries, have been ob The inst t has proved 
pened by ALVIN C. WYMAN, Alexandria, Va. of aid in localizing minute foreign bodies, especially in the 
Chairman's Address: “A Task for Tomorrow,” CHARLES 
ampa, a. 
Intermission—Visit Exhibits 
Intermission—Visit Exhibits 
4 9. “Bronchial Adenomas: Problems in Di and Treat- 


“The Diagnostic Accuracy of Plain Films in Bronchiecta- 
a —— Slides), WILLIAM H. SPRUNT III, Chapel 

ill, N 
The plain films of a group of patients examined by bronchography 
were reviewed without previous knowledge of the bronchographic 
or in some the operative findings. An attempt was made to cor- 
Telate the plain film abnormalities in the group with bronchiecta- 
sis and in the “‘normal’’ group, revealing that the diagnosis of 


bronchiectasis can be suggested with a high degree of accuracy 
in some cases. Bronchography will still be necessary for final 


agnosis 
ment” (Lantern Slides), SEYMOUR OCHSNER and AL- 
TON OCHSNER, New Orleans, La. 
The r= and therapeutic problems of bronchial adenomas, 
as in proved cases seen at the Ochsner 
Clinic, are ted. R logic aspects are stressed. The 
tumor may present as a peripheral lung shadow, as an endo- 
bronchial tumor, or as a hilar mass with or without associated 
atelectasis. Bronchography is a valuable adjunct in diagnosis. 
Prompt surgical excision is advocated, because of the malignant 
potentialities of the tumor and the serious consequences of 
bronchial obstruction. 
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10. 


Discussion opened by 


“Lytic Lesions of Ribs’ (Lantern Slides), KIRK R. 
DEIBERT, Florence, Ala. 

This presentation is based on an eight year period of observa- 
tion of 60 patient case studies. All have been verified by opera- 
tive specimen removal, aspiration biopsy or by clinical labora- 
tory procedures. It has been found that rib involvement at the 
thoracic inlet is usually associated with a superior sulcus tumor, 
fungus disease or tuberculosis. Frequently empyema results in 
local thoracic soft tissue masses followed by osteomyelitis of the 
costal cage. Bizarre destruction at the costal chondral junctions 
has been caused by tubercclosis. Diffuse costal lysis is usually 
due to ic Le., y. renal, leukemic or 
myeloma in origin. Bil al rib hi has been classically 
assigned to coarctation of the aorta, but other causes have been 
found, namely: neurofibromatosis and low grade bacterial in- 
volvement. 


TED F. LEIGH, Emory University, 
Ga.; DAVID SCARLOFF, Philadelphia, Pa. 


Election of Officers. 


Thursday, November 15 
Visit to the National Institutes of Health 


12:00 noon—Buses leave Sheraton-Park. 


1:00 p.m.—Luncheon in cafeteria of Institute. 


2:00 p.m.—Address: 


“Selective 
raphy” (Lantern Slides), 
BISH, Bethesda, Md. 

A specific diagnosis as to the type of congenital heart 
disease or acquired cardiac pathology has become man- 
datory due to rapid developments in cardiac surgery. 
As a result, more exacting diagnostic procedures are 
essential. Selective intracardiac anglocardiography rep- 
resents a refined angiocardiographic method of diag- 
nosis. This paper will discuss the advantages and dis- 
advantages of selective angiography. Illustrative cases 
will be presented demonstrating the value of this method 
of cardiac investigation. 


Intracardiac Angiocardiog- 
THEODORE F. HIL- 


2:30 p.m.—Tour of Department of Radiology, conducted by 


Dr. Hilbish. 


4:00 p.m.—Return to Sheraton-Park. 


SECTION ON SURGERY 
Officers 


Chairman—George H. Yeager, Baltimore, Md. 
Vice-Chairman—Arthur S. Brinkley, Richmond, Va. 
Secretary—Robert W. Bartlett, St. Louis, Mo. 


Hosts from the Medical Society of the inte of Columbia— 


Ross Chairman; W. W. 
O 
Schoenfeld and Arch L. 


J. O. Warfield, 
Walter Putzki, H. H. 
Riddick. 


Fulcher, 


Presentations limited to twenty minutes with ten minutes for 
discussion—thirty-minute periods unless otherwise indicated. 


Tuesday, November 13, 2 
Room A, Sheraton-Park 


. Chairman's Address: “Thyroiditis,” GEORGE H. YEAGER, 


Baltimore, Md. 


“Surgical Treatment of Thyroid Disease in Children” 


: (Lantern Slides), ROBERT W. BUXTON, Baltimore, Md. 


A survey of abnormalities of the thyroid gland in children has 
been made from an area where thyroid disease has been endemic 
and from a second area where it has not. The survey covers a 
span of some 20 years and includes more than 175 cases. The 
incidence and implications of clinically nodular glands is com- 
mented upon. Some indication of the effectiveness of present- 
day treatment versus pre-antithyroid drug therapy is apparent 
from this study. The incid of of the thyroid is 
stressed as will be its life cycle as seen in these patients. Com- 
ments upon appropriate therapy will be based upon the group of 
patients reported. 


“Management of Substernal and Intrathoracic Goiters” 
(Lantern Slides). BRIAN BLADES, Washington, D. C. 

A substernal goiter may be defined as a ‘‘goiter which is evi- 
dent in the neck with obvious extension beneath the sternum 
on roentgenographic examination.”” The term ‘“‘intrathoracic 
goiter’ includes lesions which sre confined to the thorax. Al- 
most all substernal goiters can be removed with ease through 
the cervical approach. True intrathoracic goiters, however, 
will require the transthoracic approach. Indications for operation 
and technics will be discussed. 


SOUTHERN MEDICAL JOURNAL 


OCTOBER 1956 


a a opened by ROBERT W. BARTLETT, St. Louis, 
0. 


> 


5. “Intestinal Obstruction in Infants and Children” 


Intermission—Visit Exhibits 


“Results of Treatment of Gastric Carcinoma’ (Lantern 
Slides), SAMUEL F. MARSHALL, Boston, Mass. 

(Lan- 
tern Slides), HARWELL WILSON, Memphis, Tenn. 
This presentation is based primarily upon a study of infants 
and children with intestinal obstruction who were seen in a 
teaching hospital during a consecutive five year period. The 
common causes of obstruction in small children are outlined and 
important differences in intestinal obstruction occurring in chil- 
dren from that found in adults are emphasized. Certain criteria 
which aid in the diagnosis are presented. Technical factors of 
importance in i it are 


a opened by ROBERT J. COFFEY, Washington, 


6 


7. 


9. PANEL DISCUSSION: 


Wednesday, November 14, 2:00 p.m. 
Room A, Sheraton-Park 
Joint Session with Section on Proctology 


. “Some Newer Aspects of Diverticulitis of the Colon,” 

HARVEY B. STONE, Baltimore, Md. 

Rectal bleeding is unusual but is definitely encountered with 
diverticulitis at times. Pain referred to left testes may be a 
symptom of diverticulitis of the sigmoid or descending colon. It 
is probably due to extension of pericolonic inflammation to in- 
volve the left ureter. There is no objective change in the testes 
or spermatic cord. Following the second definite attack of 
moderate or marked severity with x-ray evidence of diverticula 
in the colon, operation should be advised. The present custom 
of deferring operation until some surgical complication compels 
interveriion should be ch d. The posed change is not 
radical but really conservative in avoiding serious hazards. The 
Present mortality of interval colon resections is less than the 
dangers attending delay in operating. The operation should be 
a radical resection of the area involved, even if this means re- 
moval of half or more of the colon. One stage resection with 
immediate anastomosis is the procedure of choice. 


Discussion opened by MONTE EDWARDS, Baltimore, Md. 


“Adenomatosis of the Large Bowel and Its Surgical Treat- 
ment: Report of Fifty-Six Cases’”” (Lantern Slides), HARRY 
BACON and GUILLERMO VILLALBA, Philadelphia, 
a. 
Disseminated adenomatosis of the colon cannot be considered a 
rarity. Its importance must not be underestimated because of 
the high incidence of malignancy. Total colectomy with fleostomy 
and proctectomy in a single stage is the procedure of choice. 
The rationale of preservation of the rectal segment is discussed. 


. “Multiple Abdominal Injuries Due to Nonpenetrating 

Trauma” (Lantern Slides), J. D. MARTIN, JR., Emory 
University, Ga. 
Multiple injuries necessitate a decision as to which is first in 
regard to seriousness and in which immediate treatment is man- 
datory. When doubt exists the approach is on the side of safety, 
which is early exploration. Colon perforations and injuries to 
the duodenum result in more rapid evidences of peritoneal irri- 
tation. The large bowel perforations cannot be managed in most 
instances by simple closure but must be protected by proximal 
colostomy if closure is attempted or preferably an exterioriza- 
tion of the involved segment followed by later closure. 


opened by EUGENE M. BRICKER, St. Louis, 
0. 


“The Diagnosis and Management 
of Bleeding per Rectum” (one hour). 


Moderator: HARVEY B. STONE, Baltimore, Md. 


Panel Members: SAMUEL F. MARSHALL, Boston, Mass. 
EUGENE M. BRICKER, St. Louis, Mo. 

GARNET W. AULT, Washington, D. C- 
HARRY E. BACON, Philadelphia, Pa. 


Thursday, November 15, 2:00 p.m. 
Room A, Sheraton-Park 


19. “Changing Concepts of ad Pathology and Management 


of Acute Arterial Occlusion of the Lower Extremities” 
qos Slides), EUGENE. L. LOWENBERG, Norfolk, 


Acute arterial obstruction is as segmental and as limited in its 
nature as is its chronic counterpart. There is a pulseless but 
patent main artery peripheral to the occlusion for a 
number of hours. Should the arterial circulation not become 
stabilized and improved within one or two hours urgent surgery 
is indicated. The best surgical procedure is the by-passing of 
the occluded area with an arterial homograft. 


Discussion opened by J. ROSS VEAL, Washington, D. C- 


| 
8 
3. 
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Most propitious handling of calculi in the recumbent jent 
pat: are 


- ll. “Treatment of Superficial Vascular Lesions in Children Discussion opened by THOMAS PALMER SHEARER, 
uis, and Adults” (Lantern Slides), LOUIS T. BYARS, St. Louis, Houston, Tex. 
Mo. 
Many common vascular lesions are present at birth. Some of 2. “Cushing’s Disease” (Lant Slides), JACK WW. 
these regress spontaneously, some remain as they are and others SCHWARTZ and JOSEPH a “FARR, Washington, D. C. 
fern progress to eventual fatal termination, or at best are very The paper involves a presentation of the pathology, clinical signs, 
troublesome to the patient. There is great confusion in the pathologic physiology responsible for the development of a clini- 
classification of these lesions, as well as in the treatment of cal state, methods of di is and treat it. Several cases of 
an- them. An effort is made to present a working classification, to this condition surgically treated at Walter Reed Army Hospital 
present the growth habits of each, the present problems that will be presented. The various phases of the paper listed above 
ts may be expected, and to discuss the treatment. yn anes as the cases reported, will be illustrated with lantern 
.. Discussion opened by GORDON S. LETTERMAN, Washing- = 
1 ton, D. C. Discussion swat by WILLIAM P. HERBST, JR., Wash- 
ington 
- 12. “Carcinoma of the Gallbladder: Attempt at Experimental 2 
fe Induction,” NATHAN A. WOMACK and ROBERT ZEP- 3. “Reflux Ureteropyelograms in ee. (Lantern Slides), 
of PA, Chapel Hill, N. C. RUSSELL B. CARSON, W. INN WELLS and JOHN 
A brief consideration of the pertinent clinical and experimental I. WILLIAMS, Fort Lashicdee, Fla. 
ton, data is presented. This experimental angel considers the ef- Simplification of diagnostic methods always stimulates a wider 
fects, if any, of gallstones and chol in the of use of the diagnostic procedure. The simplicity with which cysto- 
carcinoma of the gallbladder. Methods: Young adult C3H mice grams may be performed on children as a preliminary step in 
suffered the introduction of (1) hydrocarbon carcinogens, (2) the search for the etiologic factor in recurrent urinary infection 
finely ground human gallstones, (3) cholesterol and (4) croton has resulted in more requests by pediatricians for this diagnos- 
oil into the gallbladders following electro-transsection of the tic aid to be performed. The production of ureteropyelograms re- 
eystic ducts. These materials were instilled singly and in com- sulting from a gravity is te evidence of an 
binations. Results: None of one hundred and sixty animals so anomaly which not infrequently accompanies repeated urinary 
ae treated devel i of the gallbladder after one year. tract infections. 
The si ificance of this is discussed. . 
Discussion opened by HAROLD P. McDONALD, Atlanta, 
rs Intermission—Visit Exhibits Ga.; ROBERT N. WEBSTER, Tallahassee, Fla. 
It 
13. indications for Splenectomy” {Lantern Slides), ROBERT Intermission—Visit Exhibits 
es J. COF . ashington, D. C. 4 
4. “Carcinoma of the Prostate: Five Year Follow-Up of 
of An analysis has been made of all cases of splenectomy carried ” 
la out at Georgetown University Hospital during the past five as Cae Slides), HAMILTON W. McKAY, 
m years. While in the majority of these the more common indica- Pen Bans 
ls tions existed, a large number of unique and unusual indications The paper reports results of the five year follow-up of 100 cases of 
ot are included. The various differential diagnostic problems in- cancer of the prostate. A i of the literature, methods of 
he volved are discussed and the results of splenectomy are presented. diagnosis and Fifty-six cases were 
he treated by radical ree ae Ba with a five year survival of 
be Discussion opened by CHARLES E. RATH, Washington, 64 per cent, forty-four had palliative treatment with a five year 
e- D. C. survival of 25 per cent. Of the fifteen dead following radical 
4. “H That Have Forfeited the Right of Domicil 
. “Hernias at Have Forfe e Right micile: 
Use of Pneumoperitoneum As an Aid in Their Operative Discussion opened by WILLIAM WALLACE SCOTT, Bal- 
Md. ol (Lantern Slides), AMOS R. KOONTZ, Baltimore, timore, Md. 
eat- Hernias that have forfeited the right of domicile have long been 5. “The Management of Inoperable Cancer of the Prostate” 
RY a problem. Operation has often been impossible because of the Cae Se WILLIAM P. HERBST, JR., Washing- 
hia, ibility of red the hernial contents into the contracted penne: 
abdominal cavity. Goni ‘Moreno in 1940 used pneumoperitoneum to The various methods employed ad seriatim in the management 
a enlarge the abdominal cavity so that the hernial contents could of patients with cancer of the prostate who are not suitable 
of be reduced at the time of operation. The method has been used candidates for radical surgery or who have had radical surgery 
ny extensively in South America since then. The author started and are now victims of metastasis are presented. The time of 
2. using it in 1952 and published the first American report on it institution of the various measures adopted is discussed in some 
ed. in 1954, Further experience with the method is reported in the detail. Consideration of the pituitary relationship is discussed. 
present paper. It enlarges the abdominal cavity, causes relaxa- iscussi M 
ting tion of the abdominal wall, making reduction of the hernial Ng Ma. med by WILLIAM WALLACE SCOTT, Bal 
1OTY contents easy, and closure of the hernial defect simple, even in . : 
huge incisional hernias. 6. “Management of Physiological Nocturnal Enuresis” (Lan- 
» Discussion opened by JOSEPH W. GRAVES, Chattanooga, tern Slides), J. ROBERT RINKER, Augusta, Ga. 
Tenn. After screening the few cases of bedwetting that are due to 
Electi organic causes and a like number which may have psychological 
. lection of Officers. implications most cases are found to be physiological. When 
at asleep the patient reverts to the automatic bladder of infancy. 
al Prudent treatment requires a knowledge of the developmental 
> physicology of micturition which is fundamental in any thera- 
ti gi Added id i devel: f the 
SECTION ON UROLOGY 
ne Discussion opened by RAFE BANKS, Gainesville, Ga. 
Officers 
nent Chairman—Milton M. Coplan, Miami, Fla. Wednesday, November 14, 9:00 a.m. 
Vice-Chairman—Thomas Palmer Shearer, Houston, Tex. Room A, Sheraton-Park 
Secretary—H. King Wade, Jr., Hot Springs, Ark. 
[ass. Hosts from the Medical Societ 7. ‘“Vesicorectostomy: Six Cases” (Lantern Slides), JOHN 
y of the District of Columbia— a ° 
0. William P. Herbst, Jr., Chairman; Roger Baker, Frederick J. ROBBINS, Louisville, Ky. 
‘us . Reuter and Horatio N. Dorman. The paper represents a study on the varying technics and results 
> up to two years following surgical creation of a rectovesical 
Prete limited to twenty minutes with ten minutes for fistula in six patients who had chronic lower urinary tract ob- 
scussion—thirty-minute periods. structions. 
a Tuesday, November 13, 9:00 a.m. Discussion opened by ROBERT LICH, JR., Louisville, Ky. 
ies” Room A, Sheraton-Park 8. “Testicular Endocrinopathy in Clinical Urology’ (Lan- 
folk, 1. “Urologic Responsibiliti tern Slides), HARRY GRABSTALD, Houston, Tex. 

; nsibilities in the Recumbent Patient’ A clinical study of the more common endocrine problems of pri- 
its (Lantern Slides), IAN M. THOMPSON, Galveston, Tex. mary testis origin or those secondary to pituitary disease is pre- 
yut The frequency with which d b is attended by sented. Thirty-eight patients with various endocrinopathies have 
in urinary lithiasis has been underemphasized. The mechanisms been treated over a five year period and include those with 
me involved in the production and propagation of recumbent various intracranial tumors, Klinefelter’s syndrome, myotonia 
red lithiasis are reviewed and preventative measures discussed. Cer- dystrophica, pseudo and true hermaphroditism, etc. Certain 
of tain basic tenets in regard to the manner and timing of the clinical features distinguish these various testicular endocrinops- 


thies. Manifestations are protean; e.g., many patients with 
pituitary disease capable of producing testis failure, may also 
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show other symptoms or signs of pituitary failure. Bg meee of 
testis biopsy in differentiating these d 

Differential diagnosis depends upon accurate pentane of 
biopsies as well as upon gonadotropin levels. It is within the 
urologist’s realm to understand these syndromes as well as per- 
form the biopsies. 


Discussion opened by REGINALD SHIPLEY, Cleveland, O.; 


FRANK LONDON, Knoxville, Tenn. 


“Treatment of Wilms’ Tumor Including Report of Three 
Consecutive Ten Year Cures” (Lantern Slides), WIL- 
LIAM J. BUTLER, Grand Rapids, Mich. 

Preoperative irradiation is advocated in the treatment of Wilms’ 
tumor based on the experience of three consecutive ten year plus 
cures. Nephrectomy and postoperative irradiation are also advo- 
cated. Late bony changes in the ilium and lumbar spine are de- 
scribed but they do not cause any disability. 


Intermission—Visit Exhibits 


Chairman’s Address: Perineal Testis’ 
Slides), MILTON M. COPLAN, Miami, Fla. 
A consideration of the etiology and diagnosis in what may be 
a grossly overlooked congenital anomaly, is given along with the 
presentation of four cases recently diagnosed. The primary pur- 
pose of the paper is to call attention to this condition and stress 
the need for more careful examination in patients for unde- 
scended testes. 


(Lantern 


“Critical Study of Urosulfin” (Lantern Slides), GRAY- 
SON CARROLL, ROBERT V. BRENNAN and PHILLIP 
BEGLIN, St. Louis, Mo. 

Two products have recently come on the market—Urosulfin. 
which is the combination of an azo dye and Thiosulfil, and a 
second product which is the fusion of these two drugs. This 
combination was for the purpose of immediately allaying the 
urinary symptoms by the azo dye while the infecting organism 
was being inhibited. It was also das a dication 
for all forms of urological instrumentation. Since we had never 
studied the effect of this sulfa drug and its effectiveness 
against specific organisms, we undertook a clinical and laboratory 
study. We are reporting the results of this study on some 750 
patients. The tube dilution test was used since the disk method 
is not altogether reliable with chemical therapeutic agents. Some 
interesting results are observed in regard to effectiveness, dosage 
and length of administration. 


Discussion opened by AUSTIN I. DODSON, JR., Richmond, 


12. 


Va.; JACK W. SCHWARTZ, Washington, D. C 


“Furadantin in Urinary Tract iain Long-Term 
Results’ (Lantern Slides), W. M. COPPRIDGE, LOUIS 
C. ROBERTS, and JACK HUGHES, ey N. Cc. 
This paper is a report of the results of an eighteen months’ 
study of Furadantin in urinary tract infections. Emphasis was 
placed on long-term results with follow-up examinations, includ- 
ing urine cultures, for at least six months in all cases. Thiosulfil 
was used initially in control cases. Resistant and recurrent in- 
fections were treated with other agents when Furadantin and 
Thiosulfil failed. 


Thursday, November 15, 9:00 a.m. 
Room A, Sheraton-Park 


“Renal Infarction” (Lantern Slides), GEORGE C. SIVAK 
and ROBERT LICH, JR., Louisville, Ky. 

This paper is a discussion of the various types of renal infarc- 
tions, arterial, venous, and traumatic. Special emphasis is placed 
on septic infarcts of the kidney under the arterial type. A brief 
description of the symptomatology, physical findings and patho- 
logical anatomy in the above are described. A case report of 
arterial infarction is presented with five colored slides of the 
findings of operation included. A brief review and discussion of 
the literature has been included. 


Discussion opened by HJALMAR E. CARLSON, Kansas 


14. 


City, Mo. 


“True Aneurysm of the Renal Artery: Degen of Two 
Cases’ (Lantern Slides), C. M. NORFLE and 
HOWARD STRAWCUTTER, Winston- Salen. N: 

Two cases of true renal aneurysm are presented. Both of hine 
were ively and were treated by nephrectomy. 
One case had splenic aneurysms associated and was subjected 
to splenectomy at the same time. The literature is reviewed. 


Discussion opened by PERRY D. MELVIN, Miami, Fla. 


15. 


“Acute Occlusions in the Renal Speester: Pedicle” (Lan- 
tern Slides) MILTON F. BRYANT, JR., JAMES A. 
KAUFMANN, MAJOR F. FOWLER ‘and ARTHUR R. 
EVANS, Atlanta, Ga. 

A case report of a patient with acute arterial thrombosis of the 
right renal artery is presented. This patient developed severe 
hypertension which disappeared following nephrectomy. The dif- 
ferential features of acute massive renal vein thrombosis and 
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acute renal artery thrombosis are p d. Acute massive renal 
vein thrombosis usually occurs in infants who have overwhelm- 
ing infections—most frequently epidemic diarrhea. Acute renal 
artery th occurs dary to various cardiovascular dis- 
eases. Emergency nephrectomy is the treatment of choice for 
massive renal vein thrombosis while acute arterial thromboses 
are best treated conservatively. 


Intermission—Visit Exhibits 


“Experiences With the Use of Cordex in Urethral Stric. 
tures” (Lantern Slides), WILLIAM H. MORSE and SAM. 
UEL L. RAINES, Memphis, Tenn. 

Cortisone was first reported by Baker and others to be efficacious 
in hindering the scar tissue laid down after dilatation of urethral 
strictures. The results were good; however, the use of Cortisone 
was limited at that time, due to its expense, and inherent side 
effects. Selya has shown that acetylsalicylic acid actually en- 
hances the anti-inflammatory factor of the cortico steroids. A 
combination of Prednisilone and ASA has been used in the 
treatment of a number of urethral strictures with promising re- 
sults. 


17. “Urinary Findings Related to Non-Traumatic Exercise” 


(Lantern Slides) EDWIN P. ALYEA and ALEX W 
BOONE, Durham, N. C. 

A clinical study of the response of the kidney to severe exercise 
in which there is no physical injury to the kidney is presented. 
Rowing was selected as the exercise inasmuch as it is unique 
among sports in that no direct trauma to the kidney results. 
Information obtained is particularly interesting as it is at 
variance with our present-day concepts. 


Election of Officers. 


SCIENTIFIC GROUPS MEETING CONJOINTLY 


WITH SOUTHERN MEDICAL ASSOCIATION 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


Potomac and Southern Chapters 
Officers of Potomac Chapter 


President—Edmund G. Beacham, Baltimore, Md. 
Vice-President—Roy G. Klepser, Washington, D. C. 
Winthrop Peabody, Jr., Washington, 


Officers of Southern Chapter 


President—Alfred Goldman, St. Louis, Mo. 

First Vice-President—Robert E. Schwartz, Hattiesburg, Miss. 
Second Vice-President—Joseph S. Cruise, Atlanta, Ga. 
Secretary-Treasurer—Daniel E. Jenkins, Houston, Tex. 


Presentations limited to twenty minutes, discussion open to 
ts. 


members and gues 


Sunday, November 11 
Park Room, Shoreham Hotel 


9:00 a.m. Registration. 


9:25 a.m. 


Introductory remarks, ALFRED GOLDMAN, Presi- 
dent, Southern Chapter. 


9:30 a.m. Scientific Session, WILLIAM F. MILLER, Dallas, 


Tex., Chairman, Medical Section, presiding. 


“An Evaluation of the Yolk-Sac Method As Compared 
with Conventional Laboratory Procedures for the Isola- 
tion of Mycobacterium Tuberculosis Hominis,” JOHN 

H. SEABURY, HARRY E. DASCOMB and JEANNE M. 
MOTTRAM, B.S., New Orleans, La. 

The patients selected were those in whom the diagnosis of tu- 

berculosis was suspected but had not been confirmed by con- 

ventional study in the hospital laboratories. Materials were 

collected from these patients and submitted to our laboratory 

for comparative study. Routine methods of concentration and 

culture were carried out on the same specimen that was used 

for chick embryo inoculation. The yolk from harvested eggs was 

studied by smear, culture and guinea pig inoculation. Our find- 

ings will be presented in detail together with certain difficul- 

ties which were encountered in the use of this method in the 

clinical laboratory. 


2. “Pulmonary and Metabolic Aspects of Cystic Fibrosis 


(Mucoviscidosis),"” PAUL A. di SANT’AGNESE, New 
York, N. Y. 


Cystic fibrosis of the is a hereditary, generalized 


pancreas 
disease of children in which many and perhaps all of the 
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exocrine glands are affected. Variable degrees of involvement of 
the pancreas, lungs, liver and sweat glands give rise to manifold 
manifestations. However, chronic pulmonary disease usually 
dominates the clinical picture and determines the fate of the 
patient. Cystic fibrosis accounts in the pediatric age group for 
virtually all cases of pancreatic deficiency, for a majority of 
those of chronic (non-tuberculous) pulmonary disease, and for 
about one-third of patients with cirrhosis of the liver and portal 
hypertension. Clinical types, diagnostic criteria, prognosis. treat- 
ment and recent studies bearing on the pathogenesis of fibro- 
eystie disease will be discussed. Special attention will be de- 
voted to the respiratory component of cystic fibrosis and its 
complications. 


“The Current Status of the Pneumonias,”” ROBERT 


AUSTRIAN, New York, 


4. 


The widespread interest in nonbacterial pneumonias following 
recognition of primary atypical pneumonia and the high inci- 
dence of the latter disease during the years of World War II 
have led to misconceptions relative to the current incidence of 
the several causes of pneumonia. The continuing importance of 
pneumococcus as a major cause of endemic pneumonia will be 
pointed out together with observations on the bacteriology of 
this organism. Treatment of bacterial and of non-bacterial 
pneumonia will be discussed. 


“The Pathogenesis and Treatment of Peripheral Vascular 
Collapse Associated with Fulminant Diffuse Pulmonary 
Infiltrations,” DONALD W. SELDIN, Dallas, Tex. 
Acute diffuse pulmonary infiltrations, such as interstitial pneu- 
monias and widespread pulmonary embolic disease, are often 
associated with a picture of vascular collapse and right-sided 
heart failure. Measures designed to improve cardiae function, 
such as digitalization, diuretics, phlebotomy are usually un- 
successful in relieving vascular collapse. Clinical and labora- 
tory observations in a variety of such patients have disclosed 
that severe anoxia is usually present despite the fact that cya- 
nosis may be absent or trivial. Administration of 100 per cent 
oxygen by mask in severe cases did not correct either the col- 
lapse or anoxia. However, when 100 per cent oxygen was given by 
intermittent positive pressure, a salutary response was often 
forthcoming. It is concluded that the vascular collapse associated 
with fulminant pulmonary infiltrations is a consequence, not 
only of arterial hypovolemia resulting from diminished blood 
flow through a resistant pulmonary circuit, but of severe anoxia 
as well. When successful oxygenation is achieved by intermittent 
positive pressure, both vascular collapse and cor pulmonale can 
often be corrected. 


11:30 a.m. Adjourn to luncheon. 


2. 


Sunday, November 11, 12:00 noon 
Terrace Room, Shoreham Hotel 


LUNCHEON PANEL: “Physiologic Therapy of Broncho- 
pulmonary Disease.” 
Moderator: WILLIAM F. MILLER, Dallas, Tex. 


Panel Members: ALVAN L. BARACH, New York, N. Y. 
MAURICE S&S. SEGAL, Boston, Mass. 


Sunday, November 11 
Park Room, Shoreham Hotel 


1:55 p.m. Introduction, JOSEPH S. CRUSE, Second Vice- 


President, Southern Chapter. 


2:00 p.m. Scientific Session, EDGAR W. DAVIS, Washington, 


7. 


D. C., Chairman, presiding. 


j. “The Application of Hypothermia in the Surgical Correc- 


tion of Cardiovascular Lesions,” EDWARD J. JAHNKE, 
JR., Washington, D. C. 

Since the popular application of hypothermia in the correction 
of cardiovascular defects was initiated several years ago, al- 
most every conceivable lesion at one time or another has been 
so approached. During the last three years approximately 140 
cardiovascular lesions were repaired under hypothermia at Wal- 
ter Reed Army Hospital. An attempt will be made to briefly 
describe our technic and to comment on various lesions in which 
we believe hypothermia has its greatest use. Mention will also 
be made of lesions where its use has not proved to be of 
sufficient value to warrant its continued application. 


“The Clinical Value of Marg Left Heart Cathe- 
terization,” L. BIBEN, A. G. M ROW, H. T. DODGE, 
and R. P. GRANT, Bethesda, Mae 

Transbronchial left heart catheterization has been successfully 
performed over three hundred times in this hospital without mor- 
tality or significant complication. By this procedure pressures 
are recorded directly from the left atrium and left ventricle. 
and the pressure gradient across the mitral and aortic valves 
measured. In addition to providing a technic for the study of 
the hemodynamic mechanisms of heart disease, this procedure 
has been found to be of important, occasionally crucial clinical 
value in the diagnosis of certain types of heart disease and the 
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selection of patients for cardiac surgery. Four cases where left 
heart catheterization proved to be of particular clinical impor- 
tance will be discussed. 


8. “Acquired Diseases of the Aorta,” E. STANLEY CRAW- 

FORD, DENTON A. COOLEY, MICHAEL E. DeBAKEY 
and OSCAR CREECH, JR., Houston, Tex. 
The short life expectancy of patients with aneurysms of the 
aorta has made excisional therapy highly desirable. In a per- 
sonal experience with 500 patients both aneurysmal and occlusive 
lesions of the aorta have proved equally susceptible to direct 
surgical therapy. The total mortality has been gratifyingly low 
and normal peripheral circulation has been restored in almost 
all cases. 


9. “Severe Crushing Injuries of the Chest: A New Method 

of Treatment,” EDWARD E. AVERY, Chicago, Ill. 

A new method of stabilizing the flail thorax is presented 
through the use of an especially designed respirator for inter- 
mittent positive pressure endotracheal ventilation. Hyperventila- 
tion to the point of alkalotic apnea stops all paradoxical motion 
by this internal “‘pneumatic’’ stabilization, thus allowing the 
survival of patients with ly hopel i 


4:00 p.m. X-Ray Conference 
Moderator: CHARLES N. DAVIDSON, Baltimore, Md. 
Panel Members: ROSS McLEAN, moron Md. 
SOL KATZ, Washington, Cc. 
OTTO C. BRANTIGAN, Md. 


6:00 p.m. = a Foyer of Terrace Room, Shoreham 
ote 


Cocktail Party, Host, Potomac Chapter. 
Banquet, Terrace Room 
The Paul A. Turner Memorial Lecture: “‘Carcinoma 


+, the Lung,” O. THERON CLAGETT, Rochester, 
nn. 


Monday, November 12 
Terrace Room, Shoreham Hotel 


9:00 a.m. Introduction, EDMUND G. BEACHAM, President, 
Potomac Chapter. 
Scientific Session, ROY G. KLEPSER, Washington, 
D. C., Chairman, presiding. 


10. “The Features and Significance of Hypertrophic Osteo- 

arthropathy,” JAMES F. HAMMARSTEN and JOHN 
O'LEARY, Oklahoma City, Okla. 
Hypertrophic osteoarthropathy was discovered in 22 patients. 
Twenty of these patients had malignancies involving the lungs. 
The diagnosis was correctly established on initial examination 
in only three patients. Most usually rheumatoid arthritis was 
the erroneous diagnosis. Joint symptoms occurred as the initial 
manifestation in 17 patients and preceded chest symptoms by as 
long as 57 months. The syndrome was usually accompanied by 
clubbed fingers, thickened forearms and legs, and joint pain. 
Other less common features were joint effusions, gynecomastia 
and acromegaloid facies. The joint symptoms subsided dra- 
matically after resection of the primary lesions, and in a few, 
responded to the administration of cortisone. Studies of calcium, 
phosphorus, alkaline phosphatase, liver function and endocrine 
function disclosed no i abnormalities. 


Il. “Testing Pulmonary Function in the Doctor’s Office and 
Smell Clinic,” JAMES J. CALLAWAY and GEORGE R. 
MENEELY, Nashville, Tenn. 

The use of the standard 9-liter spirometer for ventilatory 
studies and the combined use of the same spirometer with 
helium analyzer for the helium closed-circuit determination of 
functional residual capacity has provided the small clinic or 
doctor's office with a practical instrument which makes the 
operation of a lung station as feasible as the operation of a 
heart station. This paper reports the results of the use of this 
jon over the past four years for the determination of the 

y function tests in a large number 

of potionts with a wide variety of pulmonary diseases, not only 

for diagnostic purposes, but also its usefulness in the manage- 
ment of medical and surgical diseases of the chest are empha- 
sized. 


12. ‘New Concepts of the Epidemiology of Sarcoidosis,"” MAR- 
TIN M. CUMMINGS, EDWARD DUNNER, RICHARD 
H. SCHMIDT, JR., and JOHN B. BARNWELL, Wash- 
ington, D. C. 

The present report is based upon a review of 1,194 cases of 
sarcoidosis seen in 172 Veterans Administration hospitals be- 
tween 1949 and 1954. Information concerning age, race, sex, oc- 
cupation, place of birth and place of initial hospitalization was 
reviewed in an effort to detect epidemiologic patterns which 
might afford clues to etiology. The hospitalization rate for white 
World War II veterans with sarcoidosis was 3.3 per 100,000 
and 40.0 for Negro World War II veterans. The comparative 
rates of sarcoidosis of white World War II veterans by birth- 
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12:00 noon—Luncheon. 


Chairman—William J. G. Davis, Washington, D. C. 
Vice-Chairman—Walter H. Benedict, Knoxville, Tenn. 
Secretary—A. E. Meisenbach, Jr., Dallas, Tex. 


Joint Dinner Meeting with the Section on Ophthalmology 
and Otolaryngology, Southern Medical Association. 


Place revealed that the highest hospitalization rates occur 
among veterans born in Connecticut, Rhode Island, Georgia, Ar- 
kansas, North Dakota, Minnesota, Massachusetts, Alabama, 
Maine and Virginia in order of decreasing frequency. The hos- 
pitalization rates for Negro veterans was 20 times greater than in 
white veterans and showed a preponderance of cases born in the 
Southeast. A study of the geographic distribution by birthplace 
of all veterans etxends the distribution pattern of the disease 
to areas of the United States not previously considered to be 
endemic. Correlations between the distribution of sarcoidosis in 
veterans with certain ecologic factors suggests that some aspect 
of the forest distribution in the United States may be an im- 
portant environmental factor responsible for the geographic con- 
centration of the disease. 


“Further Observations on the Problem of Mucoid Impac- 
tion of the Lung,” ROBERT R. SHAW, DONALD L. 
PAULSON, and JOHN L. KEE, Dallas, Tex. 

Mucoid impaction of the lung occurs not infrequently in asih- 

matic patients. These lesions may be associated with bronchiec- 

tatic changes in the affected segments and cause repeated bouts 

of pneumonia, Surgical ision of the d d ts in 

selected cases may offer marked relief from the symptoms of 

chronic or recurrent pulmonary infection and in some cases may 

cause a decrease in the frequency or severity of asthmatic at- 

tacks. A group of cases will be presented with a discussion on 

the diagnosis, indications for operation and the results obtained 

with surgical excision. 


“Ten Years of Tuberculosis 
CHAMBERLAIN, New York, ¥. 
Over the past decade surgery for pubnenaey tuberculosis has 

rated a well-d d shift from collapse to resectional 
methods, being predicated upon the most effective utilization of 
specific antimicrobial therapy. Indications and contraindications 
for various surgical procedures will be presented depending on 
the extent and location of the pathology and the functional 
status of the patient. 


. “Controversial Aspects of the Surgery of Tuberculosis,” 
JAMES D. MURPHY, Baltimore, Md. 


The type of operation, the timing of the surgery and the selec- 
tion of a proper chemotherapeutic Tegimen are controversial 
matters in the surgery of p losis. Films will be 
shown of six patients who "present eotone within this controver- 
sial area. The reasoning for and against each solution will be 
summarized and an attempt made to rationalize the situation. 


Combined business meetings of the Potomac and Southern 
Chapters, American College of Chest Physicians. 


ASSOCIATION FOR RESEARCH IN 
OPHTHALMOLOGY, INC. 
SOUTHERN SECTION 


Officers 


Tuesday, November 13, 6:30 p.m. 


Franklin Room, Sheraton-Park 


. “Corneoscleral Transplantation’’ (Lantern Slides and Mo- 
tion Picture), LOUIS J. GIRARD, DON M. SMART and 


RAYMOND L. BREWER, Houston, Tex. 

The presence of severe scarring and vascularization of the cornea 
is considered contraindication to penetrating keratoplasty. Con- 
sidering the generally poor results obtained with the procedure, 
impr ts in thods have been sought. Because many eyes 
retain norma! function in the posterior segment, total keratoplasty 
incorporating a rim of sclera was considered. This was tried on 
rabbits and ten hopelessly blind humans. Report of experimental 
investigation, case reports of human eyes, and motion pictures 
demonstrating technic are presented. 


“The Effect of Hydrochloric Acid Injury to the Cornea 
A. GUIDRY, 
Ph.D., JAMES H. ALLEN and JOYCE B. KELLY, New 


Il. Carbohydrate Metabolism,” MARION 


Orleans, La. 

Several aspects of hydrochloric acid injured rabbit corneas were 
investigated. It was found: (1) Ph of tissue is immediately 
decreased but rapidly increases to values higher than normal, 
(2) hydration gradually increases, maximum reached 4-5 days 
after injury, decreasing to normal in 7-8 days, (3) depression 
of glycolysis with normal activity 4-5 days later, (4) oxygen 
uptake is depressed. Recovery begins 4-5 days, becomes normal 
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7-8 days after injury. The possible significance of these find- 
ings is to be discussed. 


“Chromatic Adaptation of the Human Electroretinogram” 
(Lantern Slides), JOHN C. ARMINGTON, Ph.D., Wash- 
ington, D. C. 

Both flickering and steady test stimull were used to elicit the 
human electroretinogram under conditions of chromatic adapta- 
tion. A quantitative spectral analysis of the results was made. 
Chromatic adaptation stimuli produced a reduction in sensitivity 
to flickering stimuli of all wave lengths, but there were no 
specific color effects. Sensitivity of responses to steady stimuli, 
however, was lowered in specific spectral regions. Clear evidence 
was found for a specific red component in the photopic electro- 
retinogram. 


“Evaluation of Research on Effects of Mig ay! ae on 
Visual Functions’”’ (Lantern Slides), SAUL B. SELLS, Ph.D., 

and RICHARD 5S. FIXOTT, School of pt. Medicine, 
Randolph Air Force Base, Tex. 

Improvement of visual performance has been demonstrated for 

foveal and peripheral visual acuity, visual thresholds, and 

spatial judgments. Learning effects have also been obtained for 

the recognition of patterned stimuli under what Gibson has 

termed “‘impoverished conditions’’ of stimulation. Present knowl- 

edge indicates that visual functions which are narrowly limited 

by structural characteristics have not been modified by learning. 

However, perceptual learning occurs under many conditions. Pos- 

sibilities of utilizing training in visual skills in ophthalmology 

presents challenging problems for further research. 


SOUTHERN GYNECOLOGICAL AND 
OBSTETRICAL SOCIETY 


Officers 


President—Walter A. Ruch, Memphis, Tenn. 
President-Elect—Seward H. Wills, Houston, Tex. 
Secretary-Treasurer—Leo J. Hartnett, St. Louis, Mo. 


Sunday, November 11, 6:00 p.m. 


Mayflower Hotel 


Reception—Pan American Room 
Dinner—East Room 
Monday, November 12 
Mayflower Hotel 
Scientific Program 
Annual Banquet—6:30 p.m. 


“—D. C. DAY” PROGRAM 


presented by 


THE MEDICAL SOCIETY 
of the 
DISTRICT OF COLUMBIA 


Officers 
President-Elect 
Dr. Shirley Sue Martin.......... Second Vice-President 
Mr. Theodore Wiprud............ Secretary-Treasurer 
Executive Board 


Dr. Wallace M. Yater, Chairman 
Dr. Herbert P. Ramsey 
Dr. Ralph M. Caulk 
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11:00 a.m. 


2:00 p.m. 


2:20 p.m. 
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Dr. William Ross Morris 


11:20 a.m. 


11:40 a.m. 


Dr. Preston A. McLendon 


Dr. Raymond T. Holden, Senior Delegate to A.M.A. 


Scientific Program Committee 


Dr. Marcel J. Foret, Chairman 
Dr. Brooks G. Brown 
Dr. Theodore Winship 


Monday, November 12, 10:55 a.m. 
Room A, Sheraton-Park 


John Alfred Reisinger, Presiding Officer 
OPENING REMARKS: Ralph M. Caulk, President, The Medi- 


cal Society of the District of Columbia 


“Serum Glutamic-Oxaloacetic Transaminase (GO 


T) 
in Myocardial Infarction’’ (Lantern Slides), BER- 


NARD H. OSTROW, Silver Springs, Md. 


Following the observation that Glutamic-Oxaloacetic 
Transaminase, an enzyme, widely distributed in all 
body tissues with highest concentration in the heart 
muscle, rises with regularity in the serum following 
acute myocardial infarction, a study correlating GOT 
assays and clinical-EKG appraisal was undertaken. 
This report summarizes our experience with this enzyme 
in 201 cases suspected of myocardial infarction. The 
very real value of this new parameter of myocardial 
damage can be seen from our cases with ST-T changes 
only and those with masking electrocardiograms such 
as bundlebranch block. In the 18 autopsied cases the 
“GOT diagnosis’ was proven correct in every instance. 


“Who Should and Who Should Not Have Cardiac 
Surgery”’ (Lantern Slides), BERNARD J. WALSH, 


Washington, D. C. 


Since the first successful operations for cardiac dis- 
ease were carried out some thirty or more years ago, 
several thousands of patients have undergone surgery 
for congenital and acquired defects. While new opera- 
tions and improvements on old procedures are con- 
stantly being devised, clinical experience has progressed 
in this period so that it is now possible to indicate 
which patients are most likely to be helped by cardiac 
surgery. The criteria used for ch 

for the various established operative procedures are 
di d e will be placed on the reasons 
for advising against cardiac surgery for certain patients. 


“The Mechanism of Action of the Rauwolfia 


Drugs” Slides), LUTHER L. TERRY, 
Bethesda, 


Three compounds (reserpine, recinnamine and deserpi- 
dine) derived from Rauwolfia serpentina have been 
shown to have tranquilizing effects in animals and 
man, and have been useful in treating mental illness 
and hypertension. Recent studies have indicated that 
this effect is attained by their action in releasing 
serotonin from the brain. Further studies have shown 
that serotonin is an important chemical transmitter 
which allows impulses to cross the brain synapses. Im- 
portant clinical applications of the mode of action and 
fate of the Rauwolfia drugs in the body will be dis- 
cussed. 


Monday, November 12, 2:00 p.m. 
Room A, Sheraton-Park 
Marcel J. Foret, Presiding Officer 


“A Practical Plan of Fluid Therapy” (Lantern 
Slides), JOSEPH M. LoPRESTI, Washington, D. C. 


In the presence of normal renal function, a simplified 
approach to the treatment of acid-base and fluid im- 
balance will be presented. This plan utilizes the sur- 
face area of the patient and, more or less uniform 
solutions in the majority of instances. 


Patterns in Histoplasmosis’ (Lantern 
wee, SOL KATZ and J. WINTHROP PEA- 
, JR., Washington, D. C. 


et emphasis has been given to the varied 
pulmonary types of histoplasmosis. Most of those af- 
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2:40 p.m. 


3:00 p.m. 
3:30 p.m. 


3:50 p.m. 


4:10 p.m. 


fected with this disease are asymptomatic in contrast 
to the rare case of fatal disseminated histoplasmosis. 
In this report a clinical classification of histoplasmosis 
will be presented. The close resemblance to the various 
types of tuberculosis will be apparent. The significance 
of the so-called “‘tuberculoma’’ will also be empha- 
sized. 


“Usefulness and Limitations of Adrenal Cortical 
Steroid Therapy” (Lantern Slides), DELBERT M. 
BERGENSTAL, Bethesda, Md. 


The adrenal cortical hormones and their synthetic de- 
rivatives have found increasing use in the therapy of 
certain inflammatory diseases and for the replacement 
therapy in patients with adrenal cortical insufficiency. 
The newer 9 alpha fluoro- and 1-delta steroids as 
well as the intravenous preparations will be discussed 
both from the point of view of their usefulness in the 
emergency and the prolonged maintenance therapy of 
certain inflammatory and neoplastic disease. The use- 
fulness of these compounds are frequently limited by 
their undesirable ‘‘toxic’’ effects. The use of adjunct 
therapy such as salicylate frequently permits a lower 
maintenance dosage of steroid. 


Intermission—Visit Exhibits 


“The Problem of Lymphedema of the Arm Fol- 
lowing Postoperative Irradiation for Carcinoma of 
the Breast’’ (Lantern Slides), J. P. HABERLIN 
and M. M. COPELAND, Washington, D. C 


An analysis of 72 cases of carcinoma of the breast 
treated by radical mastectomy and postoperative x-ray 
therapy in which careful measurements of the circum- 
ference of the arms were made at intervals following 
therapy is presented. Arbitrarily selecting 2 cm. as a 
standard, below which we feel edema is not signifi- 
cant, we find significant edema in 36 per cent of the 
upper arms and 27.7 per cent of the lower arms. In 
comparison with another reported series (Daland) in 
which but a few cases received irradiation therapy, 
our figures indicate an increased incidence of lymph- 
edema of the arm foll ive irradiation. 
Post-mastectomy lymphedema of the arm is not neces- 
sarily an irreversible process. In 12.6 per cent of our 
cases a gradual, spontaneous regression was noted. 


“The Surgical Treatment of Emphysematous Bullae”’ 
(Lantern Slides), BRIAN BLADES, Washington, 


Emphysematous bullae are common in cases of general- 
ized pulmonary emphysema. Less frequently these lesions 
may appear in patients who do not have demonstrable 
changes. The onset of symp- 
toms may be insidious or dramatic. Sudden collapse 
and respiratory embarrassment may produce an initial 
impression of coronary disease. Reduction in tidal air 
and respiratory difficulties are produced by mechanical 
compression of adjacent functioning lung and increased 
carbon dioxide concentrations probably distributed by 
the phenomenon of air drift between pulmonary lobes 
and segments. Most patients with large emphysematous 
blebs obtain dramatic benefit by surgical intervention. 
A series of 25 cases requiring surgical treatment will 
be described, including important pre- and postoperative 
precautions which make it possible to operate safely 
upon these poor cisk patients. 


“The Definitive Treatment of Arteriosclerotic Ob- 
structive Lesions’ (Lantern Slides), CHARLES A. 
HUFNAGEL, Washington, D. C. 


The concept of segmental arterial occlusion and the 
sequence of events which follows major arterial occlusion 
are outlined. Simple methods for the determination of 
the site of the lesion are presented. A review is made 
of the types of arterial substitutes which are currently 
available. Methods for the restoration of blood flow to 
the extremity are shown. 


Monday, November 12, 10:55 a.m. 
Room B, Sheraton-Park 
William E. Bageant, Moderator 


OPENING —— Ralph M. Caulk, President, The Medi- 


11:00 a.m. 


Society of the District of Columbia 


Panel Discussion on “Preoperative Evaluation and 
Choice of Anesthesia in Surgical Patients with Re- 
duction of Circulatory Reserve,” Moderator, WIL- 
LIAM E. BAGEANT, Washington, D. C. 


Each panelist will speak for ten minutes. This will be 
followed by a twenty-minute discussion and question. 
and answer period. 


| 

it 
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3:30 p.m. 


2:00 p.m. 


“tis” (Lantern Slides), GARNET W. 


2:40 p.m. 


3:00 p.m. 


Panel Members 


“Choice of Anesthesia of the Surgical Patient with 
Cardiac Disease,” CHARLES S. COAKLEY, Wash- 
ington, 


“Cardiac Irregularities During Anesthesia and 
a CLAYTON B. ETHRIDGE, Washing- 
ton, D. 


“Preoperative Evaluation of the Surgical Patient 
with Cardiac Disease,” JOHN M. EVANS, Wash- 
ington, D. C. 


“The Effect of Anesthetic Agents on the Heart 
and Circulation,” HARVEY C. SLOCUM, Wash- 
ington, D. 


Monday, November 12, 2:00 p.m. 


Room B, Sheraton-Park 


Ralph M. Caulk, Presiding Officer. 


“Carcinoid as Endocrine Tumor” (Lantern Slides), 
ALBERT SJOERDSMA, Bethesda, Md. 


It is now apparent that a clinical syndrome of flushing. 
“‘eyanosis,’" diarrhea, respiratory distress and valvular 
heart disease occurs in association with metastatic car- 
cinoid tumors. Chemical studies on 16 patients demon- 
Strate that carcinoid tumors secrete large amounts of 
serotonin (5-hydroxytryptamine). The excess serotonin 
production with an associated disturbance in tryptophan 
metabolism are considered to produce the various mani- 
festations of the carcinoid syndrome. A simple chemical 
test on the urine affords a reliable means of diagnosis. 


“Common Problems in Treating Ulcerative Coli- 
AULT, Wash- 
ington, D. C 


The problems encountered in the management of ulcera- 
tive colitis are largely due to the unpredictable nature 
of this disease. The medical or surgical solution to 
these problems should result in rehabilitation of the 
patient. A 20 year experience in dealing with 208 cases 
of ulcerative colitis is illustrated, and the cooperative 
management of many problems by the patient, physician 
and surgeon will be presented. 


“Emergency Definitive One Stage Surgery for 
Intestinal Obstruction” (Lantern Slides), WILLIAM 
H. FERGUSON and WILLIAM W. CHASE, Wash- 
ington, D. C. 


This _ work been progressing at Garfield Memorial 
D. C., for the past two years. 
By a decompressing the distended bowel, we 
have been able to attack the primary pathological con- 
ditions definitively. In cases of malignancy, a curative 
type of resection has been done when indicated as a 
one stage procedure. In the bl the 
gastrointestinal tract has been made functional as a 
one stage procedure. In these cases quick bowel sterili- 
zation at the operating table has been accomplished 
with topical Neomycin solution. Multiple procedures in 
acute intestinal obstruction are not indicated when 
handled after the manner described in this paper. 


Intermission—Visit Exhibits 


“How Practical is the Cervical Smear in the De- 
tection of Cancer,"” ROBERT B. NELSON, ED- 
WARD W. NICKLAS, and THEODORE WIN- 
SHIP, Washington, D. C. 


The time and expense involved in the taking of 1,106 
cervical smears on 751 private patients were correlated 
with the resulting cancer yield. It was concluded that 
routine use of the cervical smear may be considered a 
part of a completely perfect cancer detection examina- 
tion. However, from a practical point of view, in pri- 
vate practice, its selective use in conjunction with other 
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full a 


constitutes an ade- 
quate my examination for cancer detection. 


“Abruptio Placentae and Hypofibrinogenemia” 
(Lantern Slides), HOWARD A. DONALD, Wash- 
ington, D. C. 


The classification, incidence, pathology and treatment 
of abruptio placentae is discussed with special empha- 
sis on the complication of hypofibrinogenemia. The di- 
agnostic criteria and mechanism of production of this 
condition are reviewed in relation to — Dla- 
centae and the “‘dead fetus synd of 
both abruptio placentae and ret Als are 
discussed in detail. 


“The Indiscriminate Use of the Mid-Line Episi- 
otomy” (Lantern Slides), SAMUEL MAYER Do. 
DEK, Washington, D. C. 


The surgical treatment of the perineum during child- 
birth should be carried out _ with a view to restoring 
the prenatal 1, physiological and 
qualities of the parts involved. The and 
repair of the mid-line episiotomy is the best approach 
to this goal. The incision is made across the tendinous 
portions rather than the bellies of the muscles lying in 
the line of incision, and thus the repair is more easily 
and anatomically executed, and healing is accomplished 
with less pain and distortion. When this method of 

i is ployed by others in every labor case, 
without regard to the method of delivery or the size 
of the baby, lacerations of the anal sphincter and/or 
the rectal mucosa occur in as many as 50 per cent of 
the patients. The report presented in this essay dem- 
onstrates that the administration of a voluntary muscle 
curare-like relaxant at the proper time before delivery, 
makes it possible to use the mid-line episiotomy in- 
discriminately without rectal damage. 


GERIATRICS SYMPOSIUM 


Presentations limited to twenty minutes with ten minutes for 


periods. 
Thursday, November 15, 9:00 a.m. 
Continental Room, Sheraton-Park 
MILFORD O. ROUSE, Dallas, Tex., Moderator 
“The Problems of the Senior Citizen,” HENRY B. MUL- 


isc thirty t 


HOLLAND, Charlottesville, Va. 


> 


“Rehabilitation in the Elderly,” EDWARD M. KRUSEN, 


JR., Dallas, Tex. 


“Highlights of the Pan-American Congress on Gerontol- 
ogy,” WENDELL G. GINGRICH, Galveston, Tex. 


Intermission—Visit Exhibits 
“Presbycusis,”” W. W. WILKERSON, JR., Nashville, Tenn. 


“Governmental and National Agencies in Problems of 
the Aging,” F. J. L. BLASINGAME, Wharton, Tex. 


“Geriatric Ophthalmology” (Lantern Slides), JOHN 
HARRY KING, JR., Washington, D. C. 


“What is Being Done in Southern States,” JOSEPH S. 


STEWART, Miami, Fla. 


“Where Do We Go From Here?” MILFORD O. 
Dallas, Tex. 


PANEL DISCUSSION: Question and Answer Period. 

A panel of physici ing various medical and surgical 
specialties having a major interest in geriatric problems will 
be presented. 


ROUSE, 
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Revisions—Mrs. Harry Johnson, Elin, N. C. 
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Kentucky—Mrs. Lanier Lukins, Louisville 
Mississippi—Mrs. Harvey Garrison, Sr., Jackson 
Missouri—Mrs. W. E. Martin, Odessa 
Oklahoma—Mrs. John C. Perry, Tulsa 

South Carolina—Mrs. David A. Wilson, Greenville 
Tennessee—Mrs. H. David Hickey, Chattanooga 
Texas—Mrs. Seward H. Wills, Houston 
Virginia—Mrs. Kalford W. Howard, Portsmouth 
West Virginia—Mrs. Samuel DuPuy, Scarbro 


Terms Expire in 1957: 


Alabama—Mrs. John M. Chenault, Decatur 

Arkansas—Mrs. Jack Kennedy, Arkadelphia 

District of Columbia—Mrs. Richard E. Dunkley, Washington 
Florida—Mrs. Perry D. Melvin, Miami 

Georgia—Mrs. Leo Smith, Waycross 

Louisiana—Mrs. Edwin R. Gindry, New Orleans 
Maryland—Mrs. Owen Binkley, Hagerstown 

North Carolina—Mrs. Harry May, Charlotte 


Advisory Council 


Dr. W. Raymond McKenzie, Baltimore, Md., Chairman; Dr. 
J. P. Culpepper, Jr., Hattiesburg, Miss.; Dr. W. Kelly West, 
Oklahoma City, Okla.; Dr. J. Morris Reese, Baltimore, Md.; 
Dr. A. Clayton McCarty, Louisville, Ky.; and Dr. Henry 
H. Turner, Oklahoma City, Okla. 


LOCAL COMMITTEE ON 
CONVENTION ARRANGEMENTS 


EXECUTIVE COMMITTEE 


Mrs. Oscar B. Hunter, Jr., Chairman 
Mrs. Harry Lee Claud 
Mrs. Richard E. Dunkley 
Mrs. Oscar B. Hunter, Sr. 


12-15, 1956 


Registration Mrs. George J. Stuart 


Tours and Information. . 
Hospitality Room...... 


..Mrs. Duane C. Richtmeyer 


ne Mrs. W. Ross Morris 


..Mrs. Harold M. Hobart 
Tea 


-Mrs. Alan Frank Kreglow 
Doctor's Day Awards Luncheon ...Mrs. Leonard T. Peterson 
Distinguished Guests......... ..Mrs. Henry A. Hornthal 
. Mrs. Richard H. Fischer 


Registration Hours 


Decorations and Flowers.... 


Tu 10:00 A.M.- 4:00 P.M. 
a 10:00 A.M.-12:00 Noon 


The main registration desk will be on the Promenade, 
Mayflower Hotel, and a second desk will be maintained in the 
lobby of the Sheraton-Park Hotel for the convenience of the 
ladies registered there. 


Information desks will be located adjacent to the registra- 
tion desks and will be open during the same hours. 


Hospitality Room—Cabinet Room, Mayflower Hotel (open 
Monday, Tuesday, Wednesday, during registration hours). 


PROGRAM 
Monday, November 12, 9:00 a.m. 


BREAKFAST AND PRE-CONVENTION MEETING OF EX- 
ECUTIVE BOARD 


Chinese Room—Mayflower Hotel 


Mrs. John J. O’Connell, President, St. Louis, Missouri, presiding 
Monday, November 12, 3:30 p.m. 
TEA. FASHION SHOW BY JULIUS GARFINCKEL & CO. 
Grand Ball Room—Mayflower Hotel 
Monday, November 12, 8:00 p.m. 


GENERAL ASSEMBLY OF THE SOUTHERN MEDICAL 
ASSOCIATION 


Grand Ball Room—Mayflower Hotel 


Tuesday, November 13, 9:00 a.m. 

GENERAL SESSION OF THE THIRTY-SECOND ANNUAL 
CONVENTION OF THE WOMAN’S AUXILIARY TO 
THE SOUTHERN MEDICAL ASSOCIATION 

Chinese Room—Mayflower Hotel 
Mrs. John J. O’Connell, President, St. Louis, Missouri, presiding 
Tuesday, November 13, 12:00 noon 
DOCTOR’S DAY AWARDS LUNCHEON 
Grand Ball Room—Mayflower Hotel 
Mrs. Gerald W. LeVan, Doctor’s Day Chairman, 
Boonsboro, Maryland, presiding. 


Invocation 
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Award of Doctor’s Day Prizes—Mrs. Gerald W. LeVan 


Presentation of George D. Feldner Doctor’s Day Trophy— 


Mrs. 


PAST 


POST CONVENTION 


oO. 


Mrs. George D. Feldner 


Address—Louis A. M. Krause, M.D., Baltimore, Maryland 


Tuesday, November 13, 3:00 p.m. 


TOUR OF THE CITY OF WASHINGTON 


Wednesday, November 14, 10:00 a.m. 


East Room—Mayflower Hotel 
W. Robinson, President, Paris, Texas, presiding 


Wednesday, November 14 


PRESIDENTS’ LUNCHEON 


Wednesday, N ber 14, 1:30 p.m. 


TOUR OF WOODLAWN AND MOUNT VERNON 


GENERAL ASSEMBLY OF THE SOUTHERN MEDICAL 


Wednesday, November 14, 8:00 p.m. 


ASSOCIATION 


Williamsburg Room—Mayflower Hotel 


PAST PRESIDENTS OF WOMAN’S 
AUXILIARY TO SOUTHERN MEDICAL 


ASSOCIATION 
(All are bers of E ive Board) 


. E. H. Cary, Dallas, Tex. 


. D. J. Williams, Gulfport, Miss. 


. Oscar M. Marchman, Dallas, Tex. 
. Arthur T. McCormack, Louisville, Ky. 


. C. W. Garrison, Little Rock, Ark. 


. James N. Brawner, Sr., Atlanta, Ga. 


. S. A. Collom, Sr., Texarkana, Ark. 


. Charles E. Oates, Little Rock, Ark. 

. Arthur A. Herold, Shreveport, La. 

. Southgate Leigh, Norfolk, Va. 

. J. Bonard White, Atlanta, Ga. 

. Oliver W. Hill, Sr., Knoxville, Tenn. 

. Frank N. Haggard, San Antonio, Tex. 

. Luther Bach, Florence, Ky. 

. W. K. West, Oklahoma City, Okla. 

. Charles P. Corn, Greenville, S. C. 

. M. Pinson Neal, Columbia, Mo. 

. J. Ullman Reaves, Mobile, Ala. 

. Richard H. Clark, Hattiesburg, Miss. 

. John Pierpont Helmick, Fairmont, W. Va. 
. John Pierpont Helmick, Fairmont, W. Va 
. W. W. Potter, Knoxville, Tenn. 

. Wiley R. Buffington, New Orleans, La. 

. Olin S. Cofer, Atlanta, Ga. 

. Joseph W. Kelso, Oklahoma City, Okla. 

. Robert C. Haynes, Marshall, Mo. 

. L. S. Thompson, Dallas, Tex. 

. V. Eugene Holcombe, Charleston, W. Va. 
. R. F. Stover, Miami, Fla. 


MEETING OF EXECUTIVE BOARD 


1954 Mrs. George D. Feldner, New Orleans, La. 
1955 Mrs. Louis K. Hundley, Pine Bluff, Ark. 


* Deceased. 


TECHNICAL EXHIBITS 


Abbott Laboratories, North Chicago, Illinois. 
Alcon Laboratories, Inc., Fort Worth, Texas. . 18 
Aloe Company, A. S., Washington, D. C....... 47-48 
American Sterilizer Company, Erie, Pennsylvania ll 
Audio-Digest Foundation, Glendale, California. . 5 
Ayerst Laboratories, New York, New York........ a 
Bard-Parker Company, Inc., Danbury, Connecticut...... 43 
Baxter Laboratories, Inc., Morton Grove, Illinois....... 30 
Beech-Nut Packing Company, New York, New York.... 64 
Bilhuber-Knoll Corporation, Orange, New Jersey....... i] 
Blair Laboratories, Inc., Short Hills, New Jersey........ 10 
Blakiston Division, McGraw-Hill Book Company, Inc., 
Borcherdt Malt Extract Company, Chicago, Illinois 109 
Borden Company, The, New York, New York.. 23 
Burdick Corporation, The, Milton, Wisconsin. . 46 
Burton, Parsons & Company, Washington, D. C... - 100 
Ciba Pharmaceutical Products, Inc., Summit, New Jersey. 92 


Davies, Rose and Company, Ltd., Boston, Massachusetts 84 


Desitin Chemical at Providence, Rhode Island.... 28 
Doho Chemical Corp., The, New York, New York......57-58 
Dome Chemicals, Inc., New York, New York.. ri oan 
Eastman Kodak ‘Company, Rochester, New York. 13 
Eaton Laboratories, Norwich, New York.......... 79 


Encyclopedia Americana, Grand Rapids, Michigan...... 112 
Encyclopaedia Britannica, Chicago, Illinois............. 34 
Ethicon Suture Laboratories, New Brunswick, New Jersey 110 
Fine Chemicals Div., American Cyanamid Co., New York, 
Fleet Company, Inc., C. B., Lynchburg, Virginia....... 
Fougera and Company, Inc., E., New York, New York... 67 
Frederick Company, The Purdue, New York, New York.. 21 
Geigy Pharmaceuticals, New York, Mow 76 
General Electric X-Ray Corp., Milwaukee, Wisconsin. . 101-102 
Gerber Products Company, Fremont, Michigan.......... 1 
Gray Pharmaceutical Company, Inc., Newton, "Wiciinhanai 6 
Grune & Stratton, Inc., New York, New York........... 
Haskell & Company, Inc., Charles C., Richmond, Virginia 111 
Hoeber, Inc., Paul B., New York, New York............ 62 
Hoffmann-La Roche, Inc., Nutley, New Jersey.......... 
Hollister-Stier Laboratories, Chicago, Illinois............ 16 
Ives-Cameron Company, Inc., Philadelphia, Pennsylvania 55 
Kremers-Urban Company, Milwaukee, Wisconsin........ 3 
Lea & Febiger, Philadelphia, Pennsylvania.............. 
Lederle Laboratories Div., American Cyanamid Co., Pearl 
Liebel-Flarsheim Company, The, Cincinnati, Ohio...... 12 
Lilly and Company, Eli, Indianapolis, Indiana.......... 14-31 
Lippincott Company, J. B., Philadelphia, Pennsylvania.. 105 
Lloyd Brothers, Inc., Cincinnati, Ohio.................. 49 
=. R Laboratories, (See Ross Laboratories) Columbus, 


Massengill Company, The S. Bristol, Tennessee. ..... 22 
McNeil Laboratories, Inc., Phlisdipbioe Pennsylvania. . 82 
Mead Johnson and Company, Evansville, Indiana........ 65-66 
Medco Products Company, Tulsa, Oklahoma 61 
Merck & Company, Inc., Rahway, ee 93-94 
Merrell Company, The Wm. S., Cincinnati, Ohio........ 4 


Miles Reproducer Company, Inc. -» New York, New York 35 
Milex of New York, Long oe City, New Y York RE FS 20 
Mosby Company, The C. V., St. Louis, Missouri........ 
National Drug Company, The, Philadelphia, Pennsylvania 54 
Nepera Chemical Company, Inc., Yonkers, New York. . 
Nordmark Pharmaceutical Laboratories, Inc., Irvington, 


Organon, Inc., Orange, New 4 
Parke, Davis & Company, Detroit, Michigan.......... ee 
Pet Milk Company, St. Louis, Missouri..............-- 113 
Pfizer Laboratories, Brooklyn, New York............---- 107 
Poythress and Company, Inc., Wm. P., Richmond, Virginia 83 
Rhinopto Company, The, Dallas, 85 
Riker Laboratories, Inc., Los Angeles, California........ 14 
Ritter Company, Inc., Rochester, New York ......... . 
Robins Company, Inc., A. H., Richmond, Virginia...... 50 
Roerig and Company, Chicago, 80 
(See M & R Laboratories), 

Sanborn Company, Cambridge, Massachusetts...........- % 
Sandoz Chemical Works, Inc., Hanover, New Jersey. ....- 68 
Saunders Company, W. B., Philadelphia, Pennsylvania.... 73 


Schering Corporation, Bloomfield, New Jersey........- 
Schmid, Inc., Julius, New York, New York........-.-.-+ 88 


Space No. 
1925 Mrs 
°1926 Mrs 
1927 Mrs 
1929 Mrs 
1930 Mrs 
1931 
19382 Mrs 
1933. Mrs 
*1934 Mrs 
*1935 Mrs 
1936 Mrs 
1937. Mrs 
1938 Mrs 
1939 Mrs 
1940 Mrs 
1941 Mrs 
1942 Mrs 
1943 Mrs 
1944 Mrs 
1945 Mrs . 
1946 Mrs 
1947 Mrs 
1948 Mrs | 
1949 Mrs 
1950 Mrs | 
1951 Mrs | 
1952 Mrs 
1953. Mrs 
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e & Company, G. D., Chicago, Illinois............ 97 

—_ & Dohme Division, Merck & Company, Inc., Phila- 

delphia, Pennsylvania ........ 51-52-58 
Sherman Laboratories, Detroit, Michigan................ 37 
Smith, Kline & French Laboratories, Philadelphia, a. . 

Squibb & Sons, E. R., New York, New York............ 32-33 
Stuart Company, The, Chicago, Illinois................ 25 
Swift & Company, Chicago, Illinois.................... 27 
U. 5. Vitamin Corporation, New York, New York.... 106 
Upjohn Company, Kalamazoo, Michigan ............ 103-104 
VanPelt & Brown, Inc., Richmond, Virginia... ..... 81 
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Walker Laboratories, Inc., Mount Vernon, New York.... 63 
Wallace Laboratories Division, Carter Products, Inc., New 
Warner-Chilcott Laboratories, New York, New York.... 9 
Westinghouse Electric Corporation, X-Ray Div., Baltimore, 
Westwood Pharmaceuticals, Buffalo, New York 


White Laboratories, Inc., Kenilworth, New Jersey...... 69 
Williams and Wilkins Company, The, Baltimore, Maryland 19 
Winthrop Laboratories, Inc., New York, New York...... 9- 

Wyeth Laboratories, Philadelphia, Pennsylvania ......... 89 
Zimmer Manufacturing Company, Warsaw, Indiana...... 40 


ARKANSAS 


Dr. J. H. McCurry, Cash, has been named outstand- 
ing doctor of the Craighead-Poinsett County Medical 
Society. 

Dr. L. H. McDaniel, Tyronza, was recently elected 
to the Board of Trustees of Erskine College of South 
Carolina. 


Dr. P. Gordon ReMine has become associated with 
the surgical staff of the Cooper Clinic, Fort Smith. 

Drs. Leston E. Fitch, El Dorado, and J. F. Kelsey, 
Fort Smith, have been certified by the American Board 
of Obstetrics and Gynecology. 


Dr. Howard Lee Bost, formerly of Clarksville, has 
been appointed medical economist on the staff of the 
State University College of Medicine, Syracuse, New 
York. 

Dr. Ewin S. Chappell, Little Rock, has been elected 
president of the Arkansas Psychiatric Society. The 
other officers, all of Little Rock, are: Dr. Robert 
Carnahan, president-elect; Dr. N. T. Hollis, secretary; 
and Dr. John E. Peters, treasurer. 

Dr. William Paul Gray, Batesville, was elected gov- 
ernor for the American College of Chest Physicians 
for the State of Arkansas. 


DISTRICT OF COLUMBIA 


Dr. Hugh H. Hussey, senior delegate of the Medical 
Society of the District of Columbia, was elected to 
the Board of Trustees of the American Medical As- 
sociation. He will fill the unexpired term of Dr. David 
B. Allman, the new president-elect. 

The Washington Heart Association has named the 
following officers: Dr. Bernard J. Walsh, president; 
Dr. Andrew G. Prandoni, vice-president; and Dr. John 
W. Latimer, secretary. 

Dr. James A. Gannon was honored at the com- 
mencement exercises of Georgetown University in 
recognition of the golden anniversary of his gradua- 
tion. 

Dr. Stanhope Bayne-Jones has retired as Technical 
Director of Research in the Office of the Surgeon 
General of the Army. 

Dr. Robert H. Parrott has assumed the duties of 
physician-in-chief of Children’s Hospital. 

Dr. William N. Wooldridge has been named Director 


of the District Health Department’s Bureau of Labor- 
atories and Pharmacies. 

Dr. Edgar W. Davis has been re-elected Governor 
of the American College of Chest Physicians for the 
District of Columbia. 


FLORIDA 


Dr. Herbert Eichert, Miami, has been elected vice- 
president of the American College of Cardiology. 

Dr. Allen Y. De Laney, Gainesville, is serving as 
president of the Alachua County Tuberculosis and 
Health Association for the comng year. 

Dr. Jack Q. Cleveland, Coral Gables, was appointed 
general chairman of local arrangements for the first 
Pan American Cancer Cytology Congress to be held 
in Miami next year. 

Dr. John D. Browning, Fort Pierce, has been named 
president of the Florida Council for Retarted Children. 


Dr. James W. Sapp, Havana, has been elected a 
Fellow in the Southeastern Surgical Congress. 


Dr. William H. Grace, Fort Myers, was honored by 
the Tulane University School of Medicine with the 
presentation of a 50 year diploma. Dr. Grace was grad- 
uated there in 1906. 


Dr. James J. Griffitts, Miami, will serve as president 
of the Florida Association of Blood Banks. Dr. John 
B. Ross, Jacksonville, is president elect, and Dr. 
Gretchen V. Squires, Pensacola, will serve as vice- 
president. 


Drs. Milton S, Saslaw, Miami, and W. Dean Steward, 
Orlando, have been named Fellows in the American 
College of Chest Physicians. 


Dr. M. Jay Flipse, Miami, was re-elected regent for 
Florida, Georgia and the Carolinas of the American 
College of Chest Physicians. Dr. Arnold S. Anderson 
is the governor of the College for Florida. 

Dr. Bernard F. O’Hara, West Palm Beach, has been 
named to fellowship in the American Academy of 
Pediatrics. 

Dr. Richard E. Strain, Miami, delivered a paper en- 
titled, “Hemiballismus Relieved by Ventral Quadrant 
Section of the Cervical Spinal Cord Without Paralysis,” 
before the annual meeting of the Harvey Cushing 
Society in Honolulu. 

Dr. Alvan G. Foraker, Jacksonville, has been pro- 
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moted to senior surgeon in the reserve of the U. S. 
Public Health Service. 

Dr. Jack A. Sloane, Miami, has been named assistant 
chief of urology at the Second General Hospital, Land- 
stuhl, Germany. 

Drs. Homer L. Pearson, Jr., Miami, Madison R. 
Pope, Plant City, and Erasmus B. Hardee, Vero Beach, 
have been renamed to the State Board of Medical 
Examiners. 

Dr. Francis H. Langley, St. Petersburg, president of 
the Florida Medical Association, has been awarded 
the honorary Doctor of Science degree from Ohio 
Wesleyan University. He was graduated there in 1922. 


GEORGIA 


Dr. W. Roy Mason, Jr., director of student health 
at Emory University, has been named president of 
the American College Health Association. 

Dr. Hal M. Davison has recently assumed his duties 
as a member of the State Medical Education Board. 

Dr. E. L. Graydon has been elected vice-president of 
the greater Atlanta Optimist Club. 

Dr. Carl C. Aven, Atlanta, has been elected Historian 
of the American College of Chest Physicians for the 
coming year. Dr. Osler A. Abbott is the Governor of 
the College for Georgia. 

Dr. Norman H. Blass, a member of the teaching staff 
of Emory University School of Medicine, will head 
the East Point Obstetrical Clinic. 


The Bibb County Tuberculosis Association has hon- 
ored Drs. Frank Carey and Zack E. Greer for their 
services as district health officer and assistant health 
officer respectively. 

Dr. E. A. Musarra, Marietta, has been elected 
president of the Kennestone Hospital medical staff. 
Dr. B. D. Burleigh is the new vice-president. 

The following three additions have been made to 
the faculty of the Medical College of Georgia: Dr. 
George Williams Smith, associate professor of surgery 
and chief of neurosurgery; Dr. Floyd Edward Bliven, 
Jr., assistant professor of surgery and chief of ortho- 
pedics; and Dr. Edwin Leland Brackney, assistant pro- 
fessor of surgery. 


KENTUCKY 


Dr. Richard R. Slucher, Louisville internist, became 
the seventieth president of the Kentucky State Medical 
Association at the close of the 1956 Annual Meeting on 
September 20. Dr. Slucher is a graduate of the Uni- 
versity of Louisville School of Medicine and has been 
very active in the city, county and state medical as- 
sociations. Dr. Slucher is past president of the Jefferson 
County Medical Society and the staff of the Kentucky 
Baptist Hospital. 

Dr. Abraham Flexner has been awarded the honor- 
ary degree of Doctor of Science by the University 
of Louisville. Dr. Flexner, now 89 years of age, 
achieved prominence through his many contributions 
to medical education. His report prepared at the re- 
quest of the Carnegie Foundation for the Advancement 
of Teaching in 1910 provided the basis of the 
system of medical education. 
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Dr. Thomas G. Hobbs, Lexington, has been elected 
president of the Kentucky Heart Association. Dr. 
Frank Moore, Bowling Green, will serve as first vice- 
president. 

The following three physicians have been te- 
appointed to the Medical School Advisory Committee 
for three year terms: Drs. Clark Bailey, Harlan; J. T. 
Gilbert, Bowling Green; and W. Vinson Pierce, Cov- 


ington. 
LOUISIANA 


Dr. John Adriani, professor of surgery at Tulane 
University, has been chosen to serve as Consulting 
Editor of Survey of Anesthesiology, a new journal 
scheduled for publication in February, 1957. The bi- 
monthly journal is edited by Dr. C. Ronald Stephen, 
professor of anesthesiology at Duke University, and 
will consist of digests of important articles in anes- 
thesiology, physiology, pharmacology and biochemistry. 

Dr. Val Fuchs has been elected president of the 
New Orleans Academy of Otorhinolaryngology. The 
other officers are: Dr. Francis LeJeune, vice-president; 
Dr. Jack Anderson, secretary-treasurer; Drs. A. J. Mc- 
Comiskey and L. W. Alexander, board members. 

Dr. Joseph Cohen has been re-elected commander 
of the New Orleans Chapter of the Military Order of 
World Wars. Dr. Hartwig M. Adler will serve as 
surgeon for the Chapter. 


Dr. B. Bernard Weinstein has been named an hon- 
orary member of the Italian Society of Obstetrics and 
Gynecology. 

Dr. I. L. Fontenelle has assumed the duties of first 
vice-president of the By-water Business and Profession- 
al Men’s Association. 

Dr. Dean Echols has been selected to serve a six 
year term on the American Board of Neurological 
Surgery. 

Dr. James C. Cole, a certified CAA medical examiner 
in New Orleans, was guest of honor at a testimonial 
dinner given by a large group of private and com- 
mercial airplane pilots that he had examined during 


the past years. 
MARYLAND 


Dr. Carleton Brinsfield, Cumberland, has been ap- 
pointed Plant Surgeon for the Pittsburgh Plate Glass 
Company. 

Dr. W. Royce Hodges, Cumberland, has been elected 
president of the Maryland Obstetric and Gynecological 
Society. Dr. J. W. Dorman, Jr., Baltimore, will serve 
as vice-president, and Dr. Harry M. Beck, Baltimore, 
was named secretary-treasurer. 

Dr. Huntington Williams was reappointed Commis- 
sioner of Health of Baltimore for a six year term. 
Dr. Williams has served in this capacity since January 
$1, 1933. The Director-General of the World Health 
Organization has notified Dr. Williams of his re 
assignment to membership on the WHO Expert Ad 
visory Panel on Public Health Administration. 

Dr. Janet B. Hardy, formerly Director of the Bureau 
of Child Hygiene, has been promoted to Director of 
the Section of Preventive Medicine in the City Health 
Department. 


Continued on page 64 
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This year—1956—is an important mile- 
stone for the Southern Medical Association. 
Your officers felt that an appropriate em- 
blem of this fifty year story of service to 
Medicine should be fashioned—one that 
every member could proudly possess. 


The idea of a Golden Anniversary Key 
(illustrated in full color on opposite side) 
is the brain child of Dr. Jack Norris, At- 
lanta, Councilor from Georgia. Dr. Norris 
submitted pencil sketches from which our 
artists designed this unique Key. 


Every member of the Association is 


1/10K double rolled gold plate $ 5.00 
10K solid gold 8.00 
14K solid gold 11.00 


10-20 years membership 1 diamond 
20-30 years membership 2 diamonds 
30-40 years membership 3 diamonds 
40 or more years membership 4 diamonds 


Please add — diamonds (_ 


Engraving: Physicians may have their 

own local jeweler engrave their name 

on back of Key. Form suggested: 
John Doe, M.D. 


NOTE: 


allow 90 days for delivery 
Prices include Fetal on and State Taxes. 


THE GOLDEN ANNIVERSARY KEY 


eligible to own one. In addition to a choice 
of gold content, the Key may be embel- 
lished with one or more diamonds accord- 
ing to the length of time a physician has 
been a member. One diamond is permitted 
for each completed decade of membership. 
New members, and members belonging to 
the Association for less than ten years may 
own the Key without diamonds. 

The Association hopes that a large ma- 
jority of the members will want a Key as 


a token of membership in an organization 
which proudly celebrates its Golden Anni- 


ORDER FORM 


Southern Medical Association, Room 1017, Empire Building, Birmingham, Alabama 


Please accept my order (check enclosed) for a “Golden Anniversary Key” to be made up as follows: 


Total for diamonds 


Total for complete Key (check enclosed) 


Signed: 


Amount for Key $ 


Extra charges for diamonds (each) 


1 point stone $ 5.00 
1.5 point stone 6.50 
2 point stone 8.25 
3 point stone 10.00 


points) at $— each 


__MD. 


Address: 


The Southern Medical Association will ship Key to the name and address above unless otherwise instructed— 


versary. 


“REHABILITATION FOLLOW-UP 
A Medical Responsibility in 
Treating the Whole Man” 


| A. B. C. Knupson, M.D. 
Director, Physical Medicine and Rehabilitation Service 
Veterans Administration, Washington, D. C. 


PRESENTED AS A SCIENTIFIC EXHIBIT 
49th Annual Meeting Southern Medical Association 
Houston, November 14-17, 1955 


This exhibit delineates in logical sequence, reading from left to right, the rehabilitation of physically 
or mentally disabled patients from the initial stages of illness or injury through the periods of conva- 
lescence and after-care. Definitive treatment is supplemented by preparations for the patient's dis- 
charge to his home and return to community life. The Physical Medicine and Rehabilitation Service 
and the Social Work Service play vital roles in these preparations. The importance of ascertaining 
the patient's status after his discharge from medical supervision is emphasized. 
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As soon as it is feasible, the pa- 

tient’s residual capacities are eval- 

uated in order to determine his 
rehabilitation potential. The prog- 

nosis is an important factor in this 
connection. Re-evaluations, at ia 
: suitable intervals, furnish informa- 
3 tion as to progress in all types of 
is cases, and are of particular signif- 
icance in severely disabled, chron- 
ically ill and geriatric patients. 


In addition to the diagnostic and prognostic data provided early in the cause of treatment, the Phy- 
sical Medicine and Rehabilitation Service also makes available numerous therapeutic modalities that 
may be prescribed by the physician. Comprehensive care is provided by Physical Medicine and Reha- 
bilitation and other Services. The Medical Rehabilitation Board, whose Chairman is the Chief of the 
Physical Medicine and Rehabilitation Service, considers the problem cases for which the rehabilitation 
goal may be difficult to determine. Physical Medicine and Rehabilitation Service strengthens 
former skills and explores and develops latent abilities. 
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Guided by the rehabilitation goal that 
has been established, the social worker 
draws upon individuals and groups, both 
public and private, in the community, 


to assist the patient in reaching and re- re: 
PM&R ont taining his social and vocational ob- FF Follow-up reports by the social worker are necessary. | 
jectives. A in the physicians evaluation of the patients progress. 


Follow-up of the patient after his discharge 
from medical supervision is a necessary part 
of the rehabilitation process in order to 
determine whether it has been successfully 
completed or whether he requires further 
assistance in making a satisfactory adjust- 
ment. The physician should be kept in- 
formed of the patient’s progress and ad- 
justment, so that, if necessary, he may 
4 make available immediately any indicated 

treatment, in order to keep the patient on 
the job and prevent hospitalization, if at 
all possible. 


| HAS THE REHABILITATION GOAL BEEN 
ACHIEVED AND MAINTAINED 7 
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Pathologic Physiology—Mechanisms of Disease 


Edited by William A. Sodeman, M. D., Professor 

of Medicine and Chairman of the Department of 

Medicine, School of Medicine, University of 

Missouri. Second Edition, 931 pages, 173 illustrations. 

Philadelphia: W. B. Saunders Company, 1956. Price 

$13.00. 

The reviewer has had this volume on his desk for 
several months and has referred to it frequently as 
occasion has arisen. It has proved most useful with 
reference to the biochemical, physiologic and function- 
al aspects of disease rather than the anatomic or 
pathologic aspects. Such an approach of course offers 
the opportunity of applying much of the physiologic 
investigative work which has been going on in recent 
years. The second edition of this work is aimed at 
keeping the volume up-to-date. 

The volume consists of contributions by 28 different 
authorities in their respective fields in addition to 
the editor. The sections and the chapters reflect the 
various interests of the several collaborators and fol- 
low an introductory chapter by the editor on path- 
ologic physiology, and its relationship to disease. The 
various chapters and sections deal with genetics, nutri- 
tion, water and electrolyte balance, endocrine glands, 
the aspects of infection, the subject of allergy, and 
physical and toxic agents and disease. An important 
section is that on the circulatory system to which a 
number of men have contributed and which considers 
cardiac physiology and its abnormalities. The same is 
true with regard to the respiratory system and the 
newer applications of the tests of respiratory function 
and their interpretation in disease. There are addi- 
tional sections on the digestive system, the urinary 
tract, disorders of the blood, the locomotor system and 
the nervous system. 


This book is highly recommended for the physician 
in any field who has occasion to need the newer 
knowledge on abnormal physiology in the diseases 
presented to him in everyday practice. The reviewer, 
by the use of the book in a reference fashion, has 
become acquainted with its value from this viewpoint. 


Rh-Hr Blecd Types 


Applications in Clinical and Legal Medicine and 
Anthropology. Selected Articles in Immunohema- 
tology. By Alexander S. Wiener, M.D., F.A.C.P., 
Senior Serologist to the Office of the Chief Medical 
Examiner of New York City, Assistant Professor in 
the Department of Forensic Medicine of the New 
York University Postgraduate Medical School, At- 
tending Immunohematologist to the Jewish Hospital 
of Brooklyn, Attending Transfusionist to the Adel- 
phi Hospital of Brooklyn. 763 pages. New York: 
Grune and Stratton, Inc., 1954. Price $11.50. 


This is an excellent book containing 1eprints of 
original articles of a major contributor to this field. 
It should be in the library of everyone and every 
institution interested in blood transfusions. There are 
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two major defects in the book, both revolving around 
a failure to recognize the contributions of his col- 
leagues. In his historical background and preface Dr, 
Wiener fails to give due credit to Philip Levine who 
was the first to point out the blood incompatibility 
to which was later ascribed the term “Rh.” The second 
defect is his failure to mention the Race and Taylor 
classifications of Rh types which is generally used 
throughout the world. 


Infant Nutrition in the Subtropics and Tropics 


By D. B. Jelliffe, M.D., M.R.C.P., D.C.H., D.T.M, & 
H. World Health Organization. Visiting Professor 
of Pediatrics, All-India Institute of Hygiene and 
Public Health, Calcutta. 229 pages. New York: Co- 
lumbia University Press, 1955. Price $5.00. 
There are millions of children throughout the un- 
derdeveloped parts of the world who have nutritional 
disease, often of severe degree. This monograph con- 
tains an evaluation of the problem presented by this 
group of children. Following an historical analysis of 
the evolution of infant feeding in the western world, 
Dr. Jelliffe goes on to point out that the economic 
and cultural situation in a large part of the tropics 
and subtropics is entirely different. The main differ- 
ence is the lack of milk in any form, except for 
breast milk, in the feeding of these infants. Conse- 
quently nutritional disease in this group is associated 
with milk-free diets consumed during the post-weaning 
period. The incidence of breast feeding in the tropics 
is essentially the same as in similar economic groups 
in more temperate climates. Most nutritional disease, 
particularly kwashiorkor, which is the best known 
example, begins during the post-weaning period. Al- 
though the etiology of kwashiorkor has not been defi- 
nitely established, it certainly is associated with diets 
containing vegetable protein of relatively pure quality. 


The methods of infant feeding and infant care in 
this area have been reviewed along with much of 
the pertinent literature. The answers to the many 
problems present are not at all obvious and are 
wisely discussed by the author. One of the more im- 
portant points which underlies all of this monograph 
is that the methods of infant feeding in use in the 
western world at the present time are not applicable 
to this group. Infant feeding regimens based largely 
on milk will not be possible in this area for a great 
many years. Consequently the problem revolves around 
the satisfactory utilization of materials which can be 
grown and distributed within these areas. 


This monograph should be of tremendous interest 
to those interested in infant nutrition who are not 
familiar with the problems of other countries. It also 
points out indirectly, but quite clearly, how fortunate 
we are in the United States to have such adequate 
facilities and materials for the prevention and treat- 
ment of nutritional deficiency in infants and children, 
and is consequently a great stimulus to those con- 
cerned to better apply the technics that we have 
available to our own problems. 
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The safe, six-way attack on 


INTRANASAL INFECTION 


‘Trisocort’ Spraypak* 


; Specific against gram-positive bacteria. 
d 


: Poly myxi n Strikingly effective against gram-negative bacteria. 
Bacteriostatic and bactericidal against both gram-positive 
and gram-negative bacteria. 


‘ |. Neomycin 


For rapid onset 
Phenylephrine Hydrochloride of decongestion. 
ng 
ics 
For pee decongestion. 
se, 
wn 
Al- » 
i SAFETY. ‘Trisocort’ is safe because of the low concentrations of 
ets its components. But despite their low concentrations, Trisocort’s 
ty. ingredients work together to form the ultimate in intranasal 
in therapy. “Trisocort’ has proved useful to a great many physicians, 
of including a few who at first were skeptical. A trial with it— 
-: even in your youngest patients—will convince you, too. 
are 
im- 
yph 
‘Trisocort 
ible 
Anti-inflammatory, Decongestive, Antibacterial 
und 
ss: Formula: Hydrocortisone alcohol, 0.02%; gramicidin, 0.005%; neomycin 
all sulfate (equivalent to neomycin base, 0.60 mg./cc.); polymyxin, 2000 U/ce.; 
rer phenylephrine hydrochloride, 0.125%; ‘Paredrine’ Hydrobromide, 0.5%; 
alo preserved with thimerosal, 1:100,000. Available in 4% fl. oz. squeeze bottles. 
nate 
cat Smith, Kline & French Laboratories, Philadelphia 1 
ren, 
con- * Trademark 


*T.M. Reg, U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 
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loying modern diagnostic and treat 
JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 

and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


EsTABLISHED 1916 


Anpalar hian fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 

lescence, drug and alcohol habituation. 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 

equipped with complete laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 

around clime for health and comfort. There are ample facilities for classification of patients, rooms 

single or en suite. 

Ws. Ray GRIFFIN, JRr., M.D. MarK A. GriFFIN, M.D. 

Rosert A. GrirFin, M.D. Mark A. GriFFIN, JR., M.D. 
For rates and further information write APPALACHIAN HALL, AsHeviLLe, N. C. 
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BARD-PARKER 


presents a View concentrate 


HALIMIDE 


COMPLIMENT TO 
ANY INSTRUMENT 


& COmCENTRATE 


instrument 
MUST BE DILUTEC 


"yy 


BARD-PARKER presents HALIMIDE, a new concentrate 
of low surface tension and excellent penetrating qualities, scien- 
tifically perfected for inexpensive instrument disinfection. 


HALIMIDE is... 

RAPIDLY BACTERICIDAL 
NON-SELECTIVE 
TUBERCULOCIDAL WHEN DILUTED WITH ALCOHOL 


NON-CORROSIVE—NO ANTI-RUST TABLETS TO ADD 
STABLE—NEED NOT BE CHANGED FREQUENTLY 
INEXPENSIVE—1 oz. makes 1 gal. of solution 


LIST PRICE—4 oz. bottle . . . $2.50 PARKER, WHITE & HEYL, INC. 
Please see your Dealer for quantity discounts Danbury, Connecticut 


HALIMIDE and your INSTRUMENTS...THEY COMPLIMENT EACH OTHER 
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TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


Diagnostic Radiology 
November 8 and 9, 1956 


Electrocardiography 
December 3-14, 1956 


Ocular Pathology 
December 3-8, 1956 


Infectious Diseases in Pediatrics 
February 4-9, 1957 
Surgery of the Hand 
March 21-23, 1957 
Industrial Medicine 
April 4 and 5, 1957 


Hematology 
April 10-12, 1957 


For detailed information write 


DIRECTOR 
DIVISION OF GRADUATE 
MEDICINE 


1430 Tulane Ave. New Orleans 12, La. 


from 


the first practical 


MUMPS VACCINE 


An effective immunizing antigen for 
prevention of mumps in children or 
adults where indicated. Immunizes for 
about one year. 


Packages: 2 cc. vial (1 immunization) 
10 cc. vial (5 immunizations) 


LEDERLE LABORATORIES DIVISION 
american Gpanamid PEARL RIVER, NEW YORK 


Simplified Technic 


- - in conditions amenable 
to therapeutic heat 


@ arthritis 

@ sprains and strains 
bursitis 

® myositis 

neuralgia 


BURDICK 
MICROWAVE DIATHERMY 


The Microtherm® was designed to 
save you office time while bringing dependable 
relief to your patients. The applicator is easily 
positioned with a “floating” arm, power is rege 
lated by only one control and treatment times 
pre-set with an automatic cut-off timer. 


Pie 


The deep tissue heating bring 
about increased blood flow and relief of pain 
Recovery time is shortened in many conditions such 
as arthritis, bursitis, tenosynovitis, fibrositis and 
myositis, fractures and pelvic inflammatory diseas. 


The 
MICROTHERM 
by Burdick 


see your Burdick dealer for a demonstration, 
or, for information, write — 


THE BURDICK CORPORATION hi MILTON, 
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tration, 


Capitol surrounded by some of the leading Washington hotels 


Southern Medical Association 
GOLDEN ANNIVERSARY MEETING 


WASHINGTON, D. C. 
November 12-15, 1956 


Plan Now To Attend 


(Over for Housing Application Form) 


| 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Washington, November 12, 13, 14 and 15, 1956 


A Housing Bureau has been established for your convenience in making hotel reservations in Washington 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be confirmed. 


Hotel Single Double Bed Twin Beds Suite 
$ 5.50- 8.50 $ 8.00-11.00 $10.00-11.00 $14.00-19.00 
MANGER ANNAPOLIS ..............- 850-1200 ........ 
650-1050 ......-. 10.00-14.00 14.00 & Up 


HOUSING BUREAU 
SOUTHERN MEDICAL ASSOCIATION 
1616 K Street, N. W. 

Washington, D. C. 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Kind of Accommodations Desired 


Hotel Preference 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom 
you are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) 


If the hotels of your choice are unable to accept your 
reservation, the Housing Bureau will make as good a 
reservation as possible elsewhere. 
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“Yes, I taught grammar to your father — 
and it seems like only yesterday !”’ 


Time flies happily for the mature person in good 
health. To help keep these “senior citizens’’ fit 
and active, many physicians prescribe GEVRAL— 
a comprehensive diet supplement specially pre- 
pared for persons past 40. Each dry-filled GEVRAL 
capsule provides 14 vitamins, 11 minerals, and 
Purified Intrinsic Factor Concentrate. 


ORS 


GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 


filled sealed capsules 

for more rapid and complete 
absorption, freedom from after- 
taste. A Lederle exclusive! 


? 
( Lederle LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY PEARL RIVER, NEW YORK 
. REG. U.S. PAT. OFF. 


Choline Dihydrogen Citrate 
Inositol. .... 

Ascorbic Acid (C). 

Vitamin E (as tocop! 
Purified Intrinsic 


Factor Concentrate... .. 


Iron (as FeSQs)........ 
lodine (as KI) 


Calcium (as CaHPOs)...... 

Phosphorus (as CaHPO,). 

Boron (as Na2Bs07.10H20 

Copper (as Cu0)........... 
Manganese (as MnOz)............ 
Magnesium (as MgO)....... : 
Potassium (as K2S0,)... . 

Zinc (as ZnO) 


Other Lederle geriatric products include: GEVRABON* Vitamin-Mineral Supplement Liquid with a wine flavor; 
EVRAL* Protein Vitamin-Mineral-Protein Supplement Powder; and GzvrineE* Vitamin-Mineral-Hormone 


Capsules, 


m. (; 
m. 
at 
| 
Each GEVRAL Capsule contains: 
Vitamin 5000 U.S.P. Units 145 mg. 
Vitamin 500 U.S.P. Units 110 mg. | 
Thiamine Mononitrate (Bi).............. 5 mg. cetates)..... 101.0. 1 mg. 
Riboflavin (Be) . 5 mg. 0.1 mg. 
15mg. 1 mg. 
Pyridoxine HCI (Bs) 5 mg. 
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END THE TORTURE 


of agonizing vulvar itch 
in monilial vaginitis! 


FAST, WELCOME RELIEF 
HIGH RATE OF CURE 


Vaginal Anti-infective Jelly. Con- 
tains 0.1% gentian violet in an 
acid polyethylene glycol base. 
Once nightly — just 12 applications usually 


cures the most stubborn case 


WESTWOOD PHARMACEUTICALS ® Div. Foster-Milburn Co.. © 468 Dewitt St., Buffalo 13, N. Y. 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


SMYRNA, GEORGIA 
SUBURB OF ATLANTA 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 
Modern Facilities 
MEMBER 


Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 


Jas. N. BRawner, JR., M.D. ALBERT F. BRAwNeER, M.D. 
Medical Director Associate Director 


P. O. Box 218 Phone 5-4486 
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CYANOCOBALAMIN 


(CRYSTALLINE VITAMIN B,,) 


Weight gain and increased interest in food often follow the use 
of REDISOL as a dietary supplement. The cherry-flavored Elixir 
or the soluble Tablets are both readily miscible with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO. 


INc.. PHILADELPHIA 1, PA. 


LEA & FEBIGER - New Books and New Editions 


Visit Us At Booth 56 e 


Wintrobe—Clinical Hematology 

By MAXWELL M. WINTROBE, M.D., Ph.D., University 
of Utah, College of Medicine, Salt Lake City. 1184 pages, 
236 illustrations and 20 plates, 18 in color. New 4th edi- 
tion. $15.00. 


Katz and Pick—Clinical Electrocardiography. 

__ Arrhythmias 
With An Atlas of Electrocardiograms. By LOUIS N. KATZ, 
M.D., F.A.C.P., University of Chicago; and ALFRED PICK, 
M.D., Michael Reese Hospital, Chicago, Illinois. 737 pages, 
7” x 10”. 415 illustrations. New. $17.50. 
Epstein—Skin Surgery 
By ERVIN EPSTEIN, M.D., Stanford University Medical 
School, San Francisco, California; and 17 CONTRIBU- 
TORS. 228 pages. 242 illus. on 101 figures. New. $7.50. 


Levinson and MacFate—Clinical Laboratory Diagnosis 
By SAMUEL A. LEVINSON, M.S., M.D., Ph.D., University 
of Illinois College of Medicine, Chicago; and ROBERT P. 
MacFATE, Ch.E., M.S., Ph.D., Division of Laboratories, 
Board of Health, City of Chicago; AND 5 COLLABORA- 
TORS. 1246 pages, 244 illustrations and 13 plates, 11 in 
color. 142 tables. New 5th edition. $12.50. 

Ritvo—Chest X-Ray Diagnosis 

By MAX RITVO, M.D., Harvard Medical School, Boston, 
Massachusetts. 640 pages, 7” x 10”, 633 illus. on 426 figs. 
and I plate in color. New 2nd edition. $16.00. 


Zimmerman, Netsky and Davidoff—Atlas of Tumors 

y RY M. ZIMMERMAN, M.D., MARTIN G. NET- 
SKY, M.D... and LEO M. DAVIDOFF, M.D., Montefiore 
Ospital, New York, N. Y. About 192 pages, 7” x 10”, 
277 illustrations, 233 in color. New. In press. 


Washington Square 


Washington, D.C. 


LEA & FEBIGER 


November 12th to 15th, 1956 


Wohl and Goodhart—Modern Nutrition 
By MICHAEL G. WOHL, M.D., Hahnemann Medical Col 
lege and Hospital, Philadelphia, Pa.; and ROBERT 5S. 
GOODHART, M.D., The National Vitamin Foundation, 
Inc., New York City; AND 55 CONTRIBUTORS. /(62 
pages, 80 illus. 127 tables. New. $18.50. 


Soffer—Diseases of the Endocrine Glands 

By LOUIS SOFFER, M.D., F.A.C.P., State University of 
New York, College of Medicine in New York Citv. 1032 
pages, 102 illustrations and 3 plates in color. 28 tables. 
New 2nd edition. $16.50. 


Lewin—The Back and Its Disk Syndromes 

Injuries, Diseases, Deformities, Disabilities. By PHILIP 
LEWIN, M.D., F.A.C.S., F.1.C.S., Northwestern University 
Medical School, Chicago, Illinois. 942 pages, 371 illustra- 
tions and 4 plates in color. New 2nd edition. $18.50. 


Cushman—Strabismus 

Diagnosis and Treatment. By BEULAH CUSHMAN, M.S., 
M.D., Northwestern University Medical School, Chicago, 
Illinois. 208 pages. Illustrated. New. $6.00. 


Stimson and Hodes—Common Contagious Diseases 

By PHILLIP M. STIMSON, M.D., Cornell University Medi- 
cal College; and HORACE L. HODES, M.D., College of 
Physicians and Surgeons, Columbia University, N. Y. 624 
pages, 84 illustrations and 10 plates, 8 in color. New 5th 
edition. Flexible Binding. $8.50. 


Master, Moser and Jaffe—Cardiac Emergencies 
Prevention and Treatment. By ARTHUR M. MASTER, 
M.D., College of Physicians and Surgeons, Columbia Uni- 
versity; MARVIN MOSER, M.D., Montefiore Hospital, New 
York; and HARRY L. JAFFE, M.D., College of Phvsicians 
and Surgeons, Columbia University, New York. 203 pages. 
14 illustrations. 2nd edition. Flexible Binding. $3.75. 


Philadelphia 6, Pa. 
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in bronchial asthma 


Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


*Schwartz, E.: New York J. Med. 
56:570, 1956. 


brand of prednisolone 


one of “the best therapeutic agents 
now available”* 


provides restoration of breathing capacity — Relief of symptoms 


[bronchospasm, cough, wheezing, dyspnea] is maintained for long 
periods with relatively small doses.* 


minimal effect on electrolyte balance — “in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more. 4 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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‘Schering 


excellent relief of pain, , swelling 
derness; diminishes joint stiffmess- 7 : 


facilitates early physical therapy— ane 


dietary regulations usually umneces- ~ 
sary 


minimizes incidence of 
imbalance 


1, 2.5 and 5 mg. tablets 


METICORTEN,” brand of prednisone, 
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Superior antacid action and... 


"For palatability, 


wa 


many patients prefer Maalox 


Maa.ox®, an efficient antacid suspension of magnesium- 
aluminum hydroxide gel, is smooth-textured, and always 
pleasant to take. MAALOX was tested by thousands of hos- Pas ; ~ 

pital outpatients, who preferred it to other antacids. Indeed, “ try Ascriptin Tablets 
high patient acceptability (without danger of constipation) (Aspirin buffered with Maalox) \ 
is one of the outstanding advantages of MAALox therapy.” © Doubles blood salicylate level 


\ 
As to chemistry: Maatox has more acid-binding capacity e@ Action more prolonged \ 
@ High gastric tolerance level 1 


eer 
- 


than aluminum hydroxide gel, and maintains its antacid © Clinically proved. 
effect twice as long.* Samples on request. 
Supplied: Suspension, bottles of 12 fluidounces. 


Tablets, bottles of 100. Samples sent promptly on request. 

1. Kramer, P.: Med. Clin. North America, 39:1381, Sept. 1955. 

2. Morrison, Samuel: Am. J. Gastroenterology 22:309 (1954). oe ss 
3. Rossett, N. E., Rice, M. L., Jr., Gastroenterology 26:490 (1954). “ence” 


Maalo 


“... better suited for antacid therapy’? 


/ 


WILLIAM H. RORER, Inc. PHILADELPHIA, PA. 
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VALITY/ RESEARCH/ EGRITY 


tablets 


‘V-Cillin-Sulfa’ 


(PENICILLIN V WITH TRIPLE SULFAS, LILLY) 


.:.combine the superior oral penicillin 


and three sulfonamides 


*V-Cillin-Sulfa’ provides you greater 
control over a wider range of micro- 
organisms. ‘V-Cillin’ (Penicillin V, 
Lilly) and sulfas used concurrently 
produce faster and more effective 
antibacterial action in certain infec- 
tions. In general, the combination 
is most beneficial in mixed infections, 
infections due to bacteria only mod- 
erately susceptible to either single 
agent, and conditions in which bac- 
terial resistance might develop. 


ANNIVERSARY 1876 


The much higher penicillin blood 
levels produced by ‘V-Cillin’ and the 
effectiveness and safety of the triple 
sulfas make ‘V-Cillin-Sulfa’ your 
most valuable preparation of its type. 


DOSAGE: 1 to 2 tablets q.i.d. 


SUPPLIED: Each tablet provides 125 
mg. (200,000 units) ‘V-Cillin’ plus 
0.5 Gm. sulfas—equal parts of sulfa- 
diazine, sulfamerazine, and sulfa- 
methazine. 


1956 / ELI LILLY AND COMPANY 


combats rhinorrhea 


relieves pain 


lowers fever 


curbs congestion 


heightens morale 


CORICIDIN forte Capsules provide more complete relief 
and control of even the severest colds by the addition of 
two new anticold factors to clinically proved CoRICIDIN:* 


ethe stress and anti-infection support of vitamin C 


ethe antidepressant and analgesic potentiating benefits 
of methamphetamine 


each CoRICIDIN forte Capsule provides: 
Chlorprophenpyridamine maleate - 4 mg. 
Salicylamide - 190 mg. 

Phenacetin + 130 mg. 

Caffeine « 30 mg. 

Ascorbic acid - 50 mg. fc 
Methamphetamine hydrochloride « 1.25 mg. 

Bottles of 100 and 1000. 


*a name synonymous with cold coutrol 


Coricioin,® brand of analgesic-antipyretic. 


CN.J-996 
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“all-over” comfort 
for the “all-over” cold 


Schering 


CORICIDIN 
forté 


CAPSULES 


. 
x 


CORICIDIN 


with PENICILLIN 
tablets (150,000 units) 


‘the complicated cold 


Scheri to simplily 


with one combination 


the cold relieved 


infection checkmated 


CORICIDIN* with Penicillin Tablets provide a dual at- 
tack that prevents the cold from becoming a problem: 


1.. Almost immediate relief of symptoms by means of 
the unexcelled antihistamine, chlorprophenpyrid- 
amine maleate, and the widely recommended APC 
combination. 


2. Prevention or control of complications frequently 
caused by bacterial invaders by means of oral penicillin. 


*a name synonymous with cold control 


each tablet contains: 

Penicillin G Procaine - 150,000 units 
Chlorprophenpyridamine maleate - 2 mg. 
Aspirin -0.15 Gm. 
Phenacetin - 0.12 Gm. 
Caffeine - 0.03 Gm. 


packaging: Coricip1n with Penicillin G Procaine Tablets, bottles 


of 24 and 100. 


CN-3-696 


Coricip1n,® brand of Igesi ipyretic. 
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to help 
your 
patients 
past 40 
correct... 
biliary dyspepsia & constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical problem” 
and Shaftel? reports on the exceptional clinical results of Caroid® and Bile Salts in 
chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints of flatu- 
lence and indigestion point to biliary dysfunction and digestive impairment as factors 
coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these cases. 
Through their 3-way action, they: 


e INCREASE BILE FLow 
e IMPROVE DIGESTION 
e PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically established 


and proved over the years. Try them in your next case of biliary dyspepsia and consti- 
pation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1, Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 
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and for definitive therapy... 
a fewer and fewer attacks 


of less.and intensity 


acting tablets co: ‘pentaery- 
thritol tetranitrate Seno 10 mg..and 


es Rauwiloid® (alseroxylon) 1 mg. reduce the 


* ineidence and intensity of attacks and 
“Head to objective improvement’ demon- 


strable ECG. Dosage: one or two 
sand on retiring 


fastest relief of 


the acute attack 


is octyl nitrite 
(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures fastest relief and prolonged 
effect; it is free from disagreeable, 
irritating odor, and less apt to pro- 
duce side actions than are nitrogly- 
cerin and amy] nitrite. 


To be used only with the MEDI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 
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Continued from page 1236 
MISSISSIPPI 


The University of Mississippi School of Medicine 
has announced the appointment of the following gen. 
eral practitioners as clinical instructors in preventive 
medicine: Drs. A. V. Beacham, Magnolia; James 
Blaine, Hazelhurst; Moncure Dabney, Crystal Springs 
James R. Cavett, Jr., Jackson; O. G. Eubanks, Crystal 
Springs; Robert W. Crowell, Jackson; John B. Howell, 
Jr., Canton; William E. Lotterhos, Jackson; Robert B. 
Ireland, Clinton; W. Johnson Witt, Jackson; Frank ¢. 
Massengill, Brookhaven; R. J. Moorhead, Yazoo City; 
E. E. Robinson, Jr., Meridian; and Guy T. Vise, 
Meridian. 

The Department of Surgery has added the following 
faculty members: Dr. William F. Enneking, associate 
professor of orthopedics, formerly instructor in ortho 
pedic surgery at the University of Chicago School of 
Medicine; Dr. Curtis P. Artz, associate professor of 
surgery, formerly Director of Surgical Research, U. §. 
Army hospital, Fort Sam Houston, Texas, and clinical 
assistant professor of surgery at Baylor, and Dr. Jorge 
Rodriquez, assistant professor of surgical anatomy 
and associate in research, formerly of St. Mary's Me- 
morial Hospital, Knoxville, Kentucky. Dr. W. B. 
Inmon has been named an instructor in the Depart 
ment of Surgery. 


MISSOURI 
The following Missouri physicians have been named 


CLASSIFIED ADVERTISEMENTS 


ASSOCIATE DESIRED for EENT practice located in 
large southern medical center. State experience and 
training. Reply to box GG c/o SMJ. 


WANTED—South Central Florida—General Practi- 
tioner to take over office of retired doctor; fully 
equipped 6-room office, including intact patient rec- 
ords; rent $50.00 per month; for details contact: 
A. L., 67 N. Ridgewood, Sebring, Florida. 


WANTED—Southern or Southwestern Radiologist to 
associate in busy private office and hospital practice 
in Texas. Top opportunity for right man. Please sub- 
mit complete personal and professional background. 
Reply box GHD c/o SMJ. 


RADIUM FOR SALE—Formerly used by Gynecologist. 
85 mg. in seven platinum tubes. Contact DM c/o SMJ. 


FOR SALE—General practice and Surgery, well & 
tablished. Will introduce. Large clientele. Very Tet 
sonable. Reply to Box 6302, Station H, Atlanta, 
Georgia. 


LOCATION WANTED — General Practitioner, 4 
years, would like location in Texas or Oklahoma 
would consider other state. Has Texas and Oklahoma 
license. Can furnish excellent references. Contact 
AE c/o SMJ. 


| 
lower blood pressure WITHOUT JOLTING 
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to membership in the Missouri Academy of General 
Practice: Drs. A. Conrad Malles, St. Louis; Alvin Lewis 
Lowe, Sedalia; Donald C. Proctor, Sedalia, Jo Robert 
Cochran, Cape Girardeau; Donald E. Kuenzi, Gash- 
land; and Luke J. Dlabal, Independence. 


Dr. John Whiteman has been installed as vice- 
president of the Southwest Optimist Club in Kansas 
City. Dr. James E. Keeler was elected a director of 
the Club. 

Dr. James W. Willoughby, Liberty, has been ap- 
pointed to fill the unexpired term of the late Edwin 
C. White on the State Board of Medical Examiners. 

Dr. John W. Hardy, Sumner, was honored on 
“Hardy Day” in celebration of his ninety-fourth 
birthday. About 500 persons attended the ceremonies. 

Dr. Harry A. Klein, St. Louis, has been elected 
president of the State Board of Medical Examiners. 
Dr. Elvin D. Imes, Maryville, will serve as vice-presi- 
dent and Dr. W. O. Finney, Chaffee, is the new secre- 
tary-treasurer. 

Dr. A. L. Lowe, Sedalia, has been named president 
of the Pettis County Chapter, Missouri Society for 
Crippled Children. 

Dr. Prince Albert Holmes was honored at a lunch- 
eon meeting of the Mount Vernon Rotary Club for his 
more than fifty years of public service to the people 
of Lawrence County. 


Drs. E. Lee Dorsett and Leo A. Will were awarded ° 


medallions for 25 years of distinguished service in 
the care of the sick by the staff of St. Louis County 
Hospital. 

Dr. Ivan N. Mensh, associate professor of medical 
psychology and psychologist in the dean’s office at 
Washington University, has been named president- 
elect of the Missouri Psychological Association. 

Dr. E. V. Cowdry, director of the Wernse Laboratory 
of Cancer Research at Washington University School 
of Medicine, has received one of three annual awards 
for outstanding work in gerontology presented by the 
American chapter of the Gerontological Research 
Foundation. 

Dr. Ira J. Hirsh, research associate in audiology and 
otolaryngology, was the recipient of the Biennial 
Award of the Acoustical Society of America in recog- 
nition of his outstanding contributions to the science 
of acoustics. 

Dr. Erwin E. Nelson, director of the department of 
pharmacology at Saint Louis University, has been re- 
appointed to the Committee on Drug Addiction and 
Narcotics of the National Research Council. 

The Very Rev. Paul C. Reinert, S. J., president of 
Saint Louis University, has announced the following 
promotions in the School of Medicine: associate pro- 
fessor of clinical gynecology and obstetrics, Dr. Wil- 
liam H. Vogt, Jr.; associate professors of clinical med- 
icine, Drs. Joseph V. Finnegan and James G. Janney, 
Jt.; associate professor of clinical otolaryngology, Dr. 
William B. Harkins; assistant professor of clinical 
gynecology and obstetrics, Dr. Joseph M. Krebs; as- 
sistant professors of clinical medicine, Drs. Robert E. 
Fox and Charles W. Miller; assistant professor of 
clinical pediatrics, Dr. C. K. Hamilton; assistant pro- 
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For the Failing Heart 


In Infants and Children 


GITALIGIN DROPS 


Offers ‘‘greater safety margin’”’ 
GITALIGIN in a pleasant tasting form 


Now whenever any of your little patients require digitalis therapy, 
give them GITALIGIN DROPS. 

GITALIGIN, White’s brand of amorphous gitalin, is unique 
among cardioactive glycosides because its therapeutic dose is 
approximately only % the toxic dose. In contrast, the therapeutic 
dose of other glycosides is approximately % the toxic dose.'" 


Precise fractional dosage made possible with GITALIGIN 
DROPS is especially advantageous in the management of ad- 
vanced cardiac disease when the myocardial reserve is markedly 
limited. 


Dosage: 
In children the digitalizing dose is 0.05 mg. 
per pound of body weight, in divided doses: 
one-half initially, and the remainder is given 


in halves at 6 to 12 hour intervals. The 1. Am. Heart J. §2:300 (Aug.) 1956. 7. Arch. Int. Med. 90:224 (Aug.) 1952. 
2 2. Ann, Int. Med. 40:820 (Apr.) 1954, 8. Circulation 5:201 (Feb.) 1952. 
maintenance dose usually is 1/10 the dig- 3. Am. J. M. Sc. 227:188 (Feb.) 1954 9. New Eng. J. Med.246:225 (Feb.) 1952. 
italizing dose. 4. Ann. Int. Med. 39:1189 (Dec.) 1953. 10. Am. Heart J. 42:292 (Feb.) 1951. 
5. Am, Heart J. 45:108 (Jan.) 1953, 11. Fed. Proc, 9:256 (Mar.) 1950. 


6. Am. Heart J. 46:276 (Aug.) 1953. 


Available: 
In 30 ce. bottles with dropper calibrated to WHITE LABORATORIES, INC. 
measure 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. Kenilworth, New Jersey 


GITALIGIN. 


Gitaligin Tablets; 
¥.5 mg. scored, in bottles of 30 and 100. 
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Raise Pain Threshold... 


Reduce Nervous Tension 


RELIEVE 
TENSION HEADACHE 


FIORINAL 


TABLETS 


Dose: 1 or 2 tablets every 


four hours, as needed 


Each tablet contains: 
Sandoptal (Allylbarbituric 
acid N.F. X)..... 50 mg. (34 gr.) 


ss 40 mg. (3% gr.) 
Acetylsalicylic 
200 mg. (3 gr.) 


Acetophenetidin... 130 mg. (2 gr.) 


Sandoz 


SANDOZ pHARMACEUTICALS 
HANOVER, N. J. 


} 
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Now Available [ 


SPEEDIER RELIEF 


“Asthma 


MEDIHALER-EPI™ 


Brand of epinephrine U.S.P. 0.5% solution. 
Each ejection delivers 0.125 mg. 


MEDIHALER-ISO™ 


Brand of isoproterenol HCl U.S.P. 0.25% 
solution. Each ejection delivers 0.06 mg. 


MEDIHALER ORAL ADAPTER 


Unbreakable plastic...no movable parts... 
carrying case for Adapter and medication 
small enough to be carried inconspicuously 
in pocket or purse. 


TRUE NEBULIZATION , . . the Medihaler principle, an 


entirely new concept in nebulization therapy of asthma, 
avoids the unmeasured, haphazard spray and frantic, 
repetitive effort usually associated with glass-and-bulb 
nebulizers. Only one or two inhalations with 

Medihaler provide welcome relief. Each meas- 

ured dose provides 5 to 8 times as many par- 

ticles in the ideal size range—0.5 to 4 microns 

radius—as conventional The result 

ANGELES _ is better and speedier relief. 


Mied ihaler-Nitro 
of Acute Attacks of Octy! nitrite (1Z) in aerosol solution . 


-. Metered-dosage nebulization using the lungs as 
Angina Pectoris Portal of entry to provide speedy relief from 


acute attacks of . Medication and 
unbreakable 


to pocket-size case, 


THE GRIQUE MEASURED-DOSE INHALATION METHOD 
* 
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Tablet 


Action 
5 Elixir Tablets ) 


0.1087 mg. 0.3111 mg. 
0.0194 mg. 0.0582 mg, 


prescribed 
more physicians. 
than any other 


— SAPSULES — ELIXIR — 


Robiis Co., Inc,, Richmond 2, 
Ethical-P har maceutteglt Merit since 1878 
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7 
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Robins 


when the 
stress-ridden patient is 


“always tirec” 


reduces emotional tension 


rectities B-vitamin 


A. Co. lec, Virginie. 
Eth) Of gince $378 
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In answer to questions about douching you can 
recommend Meta Cine with complete confidence 
BECAUSE META CINE: 


I, is a safe, soothing douche (pH 3.5) containing 
methyl salicylate, eucalyptol, menthol, chlorothy- 
mol and PAPAIN to liquefy mucus. CITRIC ACID 
to help restore the proper acid pH, discourage 
pathogenic organism, promote normal vaginal 
.! LACTOSE to feed the physiologic Doderlein 
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“What douche 


should I use, 


2. is pleasant and refreshing to the patient... 
and deodorizing. 


3. has a surface tension of 56 dynes/cm as com- 
pared to 72 dynes/cm for the usual vinegar douche. 


4, is economical . . . only two teaspoonfuls to two 
quarts of water . . . supplied in eight-ounce con- 
tainers. 


5. is useful as a routine, cleansing douche, as an 
adjuvant when treating leukorrheal infections, and 
following cervical cauterizations and conizations. 


UPON YOUR REQUEST a free supply of instruction sheets will be sent for 
your convenience in advising patients on the correct douching technique. 


BRAYTEN PHARMACEUTICAL COMPANY, 3810 st. Eimo Avenue, Chattanooga 9, Tennessee 
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SULFASUXIDINE®—NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


When diarrhea brings misery to your patients, 
the prime consideration is prompt, lasting relief. 
CREMOMYCIN is so formulated that bacillary as 
well as nonspecific diarrheas respond promptly— 
often dramatically. The comprehensive, yet local 
antibacterial action of the neomycin and the Sulfa- 
suxidine content is concentrated in the gut and 
is complemented by kaolin and pectin, which 
soothe inflamed mucosa, adsorb toxins, and help 
normalize intestinal motility. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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Continued from page 65 


fessors of clinical urology, Drs. Louis N. Berard, E. 
Humber Burford and Stephen M. Tapper; senior 
instructors, Dr. Louis Keller in dermatology, Dr. 
George Anstey in gynecology and obstetrics, Drs. Dallas 
]. Dyer, Frank J. Manganaro, Thomas W. Parker, and 
George E. Thoma in internal medicine, Dr. George H. 
Lawrence in neurology and psychiatry, Drs. Carl Fell- 
hauer, Walter P. Graul, Robert E. Funsch, and Bart 
Cole in orthopedic surgery. Drs. Eugene F. Tucker 
and John P. Pfaff in pathology, Dr. Robert J. Burke 
in pediatrics, Drs. Frank A. Palazzo and R. Dean 
Woolsey in surgery, and Dr. John F. Mackey in 
urology. 


NORTH CAROLINA 


Dr. William D. deGravelles has been appointed di- 
rector of a new Rehabilitation Service program initi- 
ated this fall by the Duke University Medical School 
and Hospital. The program will include a teaching 
phase as well as rehabilitation service to the disabled 
individual. Dr. deGravelles comes to Duke after three 
years of specialized training in physical medicine and 
rehabilitation in New York University’s Bellevue Med- 
ical Center Rehabilitation Program. 


Dr. Herbert Park, director of the Department of 
Physical Medicine and Rehabilitation at the Baruch 
Foundation in Richmond, Virginia, will serve as con- 
sultant to the Service at Duke University. 

Dr. Robert R. Cadmus, director of the North Caro- 
lina Memorial Hospital at the University of North 
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Carolina has been made a fellow of the American 
College of Hospital Administrators. 

Drs. W. H. Sprunt, Newton Fischer, Paul Bunce 
and George Penick have been promoted to associate 
professors in the University of North Carolina School 
of Medicine. Drs. B. A. Schottelius, J. N. Allen, J. T. 
Proctor, Robert Langdell, and J. W. Pearson have 
been named assistant professors. 


Dr. A. T. Miller, Jr., professor of physiology at the 
University of North Carolina School of Medicine at- 
tended the Twentieth International Physiological Con- 
gress in Brussels, Belgium, under a grant from the 
U. S. Navy. 


OKLAHOMA 


Drs. Robert L. Anderson, Tulsa, Robert H. Furman 
and Wann Langston have been certified by the Amer- 
ican College of Chest Physicians. 

Dr. A. L. Johnson has been elected medical chief- 
of-staff of Park View hospital in El Reno. Dr. J. T. 
Phelps will serve as vice chief-of-staff and Dr. O. J. 
Hake was elected secretary. 

Dr. William L. Bond, Oklahoma City, has received 
certification by the American Board of Obstetrics and 
Gynecology. 

Dr. Jack D. Honaker has become a partner of Dr. 
George A. Tallant in the general practice of medicine 
end surgery at the Frederick Clinic. 

Dr. Charles Ed White has been named to member- 
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Impressive Response 
In the Acutely Agitated Patient... 


e The acute alcoholic 


e The acute psychotic 


e The drug addict 


The NEW Phenothiazine Derivative 


Supplied: Tablets, 25, 50, and 100 mg., 
bottles of 50 and 500; 200 mg., bottles of 
500. Injection, 50 mg. per cc., vials of 2 
and 10 cc. 


An Exclusive Development of Wyeth Research 


*Trademork 


4, 


“Brooklyn 6, New York 


ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 

chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
ficity — free of mental 
fogging and devoid of any 
major complications: 
no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 
and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Ine. 
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HILL CREST SANITARIUM 


Established in 1925 


eS SRN FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 
Out-Pationt Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 


Modern Treatment Facilities @ Psychotherapy 
phasized @ Large Trained Staff @ Individual Attentia 
@ Capacity Limited @ Occupational and Holl 

~ Therapy @ Supervised Sports @ Religious Serviam 

Plus... 

say Your patients spend many hours daily in healthful ou 
door recreation, reviving normal interests and stim 
lating better appetites and stronger bodies ... all @ 
Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN H SPI TA L F R Medical Director—SamueEL G. Hsss, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medical BORN, JR., MD. 
PETER J. Spgro, M 


TARPON SPRINGS e FLORIDA Russ, Jn, MD. Gonzauez, MB 


ON THE GULF OF MEXICO wanon E. 


WALTER H. Battey, M.D. 
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Sor the first time...extended action codeine 


| 


10to12Zhours 
uninterrupted 
pain relief in 
a single tablet 


* no up-and-down analgesia ‘ 
better codeine toleration 


Belladonna alkaloids and phenobar- aay 
bital, as in Donnatal, induce mild és 


sedation, reducing pain conscious- 
ness and anxiety, Patient is pro- 
tected from spasm, Codeine consti- 
pation, nausea and vomiting are 
avoided. Phenobarbital directly 
augments the potent analgesic effect 
of codeine.’ Indicated wherever co- 
deine is indicated—in pain or cough. 


Donnagesie No. 1 (pink) 


CODEINE Phosphate G4.gr.)..... ..48.6 mg. 
Hyoscyamine Sulfate. .... mg. 
Atropine Sulfate... . + - 0.0582 mg. 
Hyoscine Hydrobromide.. 0.02965 mg. 


Phenobarbital 


Donnagesic No, 2 (red) 


| out CODEINE Phosphate (144 97.2 meg. 
Hyoscyamine Sulfate. ....... mg. 
Hyoscine 0.0195 me. 

Phenobarbitel (W 48.6 mg. 


). Gootman, L.8,, end Avt The Basie 
of Therapeutics, The Co., 18554 p. 187. 


A. H, ROBINS ING. 
RICHMOND 20, VIRGINIA 
Dihical Pharmaceutiogla of Merit Since 1378 


*TM Reg. U.S. Pat. Off applied for 


a) 
—— Donnatal® with Codeine extended action tablets se 
=| 


METRETON 


METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 


For prompt and effective relief, especially in many resistant allergic disorders, MeTRETON 
affords the benefits of two established agents with unexcelled anti-inflammatory, anti- 
allergic and antipruritic effectiveness. supported by essential vitamin C —for stress 
support and for postulated effect on prolonging steroid action no better corticosteroid 
—original brand of prednisone...minimal electrolyte effects—Mericorten no better anti- 
histamine—unexcelled in potency and freedom from side effects—Cutor-Trimeton 
effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urticaria, 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruritie 
and contact dermatoses. 


formula: Each tablet of Merreton provides 2.5 mg. of MeticorTen (prednisone), 2 mg. of Cuion-Taimeton 
maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied: Metreton Tablets, bottles of 30 and 100. 


quick 
fives, 
ompe 
te) a 
plucon 
‘ackag 
A 


| 
ETRETON “& METRETON 


ETICORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


quickly clears nasal passages + avoids rebound engorgement and 
sympathomimetic side effects * safe even for cardiacs, hyperten- 
ives, children, pregnant patients « 

omposition: Contains 2 mg. (0.2%) MeticorTeLone acetate (prednisolone ace- { 
te) and 3 mg. (0.3%) of Cutor-Trimeron gluconate (chlorprophenpyridamine — 


pluconate) in each cc. 


ackaging: 15 ce. plastic “squeeze” bottle, box of 1. METRETON 
brand of corticoid - antihistamine compound; Meticonten,* brand of TABLETS 
brand of prednisolone; Cutor-Trimeton,® brand of chlorprophenpy 


M. MT-J-576 


2 
2 
on 
id 
Schering 
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- 


for the child 
who “just won't eat” 


In a one-year, controlled study of children with secondary growth 
failure or clinical malnutrition, “Trophite’—high dosage of B, and 
B,— increased growth by nearly 50% (see graph below). 


AVERAGE GROWTH AND DEVELOPMENT RATE—LEVELS/YEAR 


growth without ‘Trophite’ 
in below-par children 


growth with ‘Trophite’ in below-par children 


(These levels represent growth in terms of both height and weight according to 
Wetzel’s Grid technique.) 


Try ‘Trophite’ in the child who “just won’t eat.”” Both you and 
his parents will be delighted with his new appetite. 

*Trophite’ is available both as a truly delicious liquid and as tablets. 
Each teaspoonful (5 cc.) or tablet supplies: 25 mcg. By, 10 mg. B. 


the high potency combination of B,, and B, 


Tr ophite for appetite 


*T.M. Reg. U.S. Pat. Off. Smith, Kline & French Laboratories, Philadelphia 
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Continued from page 71 


ship in the American College of Obstetrics and Gyne- 
cology. 

Dr. Robert H. Adams, Oklahoma City, has been 
designated a Fellow in the American Industrial Medi- 
cal Association. 

Drs. W. G. Hathaway, Lone Grove, and J. L. Cox, 
Ardmore, have been honored as life members in the 
Oklahoma State Medical Association in recognition 
of 50 years in the practice of medicine. 

Dr. Milford S. Ungerman, Tulsa, has been elected 
president of the Oklahoma Society of Neurologists 
and Psychiatrists and the Oklahoma District Branch 
of the American Psychiatric Association. The older 
officers are: Dr. John Gray, Tulsa, vice-president; 
Dr. Harold Sleeper, Oklahoma City, president-elect; 
and Dr. Charles A. Smith, Norman, secretary and 
treasurer. Drs. Hayden H. Donahue, Oklahoma City, 
and E. P. Henry, Tulsa, will serve as delegate and 
alternate delegate respectively. 

Dr. O. G. Bacon, Frederick, has been made an hon- 
orary lifetime member of the Rotary club. Dr. Bacon 
was awarded a plaque in recognition of his 50 years 
as a physician. 


low priced 


ROYAL 
100 or 200 MA 


radiographic-fluoroscopic type 
tilt-table X-RAY UNIT 


with rotating anode tube 


SOUTH CAROLINA 


Dr. William A. Smith, Charleston, has been award- 
ed the honorary degree of Doctor of Laws from his 


Continued on page 90 


Allen’s 
INVALID HOME 


The Mattern Royal 100 offers an un- 


usual dollar-for-dollar value which is 
CoS Tete particularly remarkable in the low-cost 
MILLEDGEVILLE, GEORGIA tilt table field. Among its special 


features are: 
@ Completely automatic control. 


MENTAL DISEASES sired. 


@ Hand tilt mechanism which permits use of 
table in either horizontal or vertical plane. 
Tube stand mounted separately on tracks, allow- 


ing greatest flexibility in positioning. 

Ground 600 Acres — Buildings, Brick on 
r F able. Bucky tray has self-centering and lockin 

Fireproof — Comfortable — Convenient device . . . takes cassettes up to Fx lid 


See your local Mattern dealer, 


i ' or write direct to us for infor- 
Site High and Healthful mation. 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 3 MATTERN X-RAY 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN Sy 


On OFL TT he 7444 West Wilson Avenue, 
Terms Reasonable manufacturers of | Chicago 31, Il. 


specialized 
electronic equipment 
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EYE, EAR, NOSE and THROAT 


A three months combined full-time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions; operative eye, ear, nose and throat on the 
cadaver; clinical and cadaver demonstrations in bron- 
choscopy, laryngeal surgery and surgery for facial palsy; 
refraction; radiology; pathology, bacteriology and em- 
bryology; physiology; neuro-anatomy; anesthesiology; 
physical medicine; allergy, as applied to clinical prac- 
tice. Examination of patients pre-operatively and follow- 
up post-operatively in the wards and clinics. Attendance 
at departmental and general conferences. 


OBSTETRICS and GYNECOLOGY 


A two months full-time course. In Obseterics: lectures, 
prenatal clinics; attending normal and onevat ve deliv- 
eries; detailed instruction in operative obseterics (mani- 
kin). X-ray diagnosis in obseterics and gynecology. 
Care of the newborn. In Gynecology: lectures; touch 
clinics; witnessing operations: examination of partie rts 
pre-operatively; follow-up in wards post-operatively. 
Obstetrical and gynecglogical pathology. Culdoscopy. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
diagnosis and 


lectures; instruction in examination, 
treatment; witnessing operations; ward rounds, dem- 
onstration of cases; pathology; radiolog:; anatomy; 


operative proctology on the cadaver; attendance at de- 
partmental and general conferences. 


UROLOGY 


A combined full-time course covering an academic year 
(8 months). It comprises instruction in pharmacology; 
physiology; embryology; biochemistry; bacteriology and 
pathology; practical work in surgical anatomy and uro- 
logical operative procedures on the cadaver; regional 
and general anesthesia (cadaver); office gynecology; 
proctological diagnosis; the use of the ophthalmoscope; 
physical diagnosis; roentgenological interpretation; elec- 
trocardiographic interpretation; dermatology and syph- 
ilolgy; neurology; physical medicine; continuous in- 
struction in cystoendoscopic diagnosis and operative 
instrumental manipulation; operative surgical clinics; 
demonstrations in the operative instrumental manage- 
ment of bladder tumors and other vesical lesions as 


Studies in Sterility. Attendance at con- 


cology on the cadaver. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


Anesthesiology. 
ferences in obseterics and gynecology. 


Operative gyne- well as endoscopic prostatic resection; attendance at 
departmental and general conferences. 


pee often treatment fails to cure 
vaginal trichomoniasis because 


HOW parasites survive and set up new foci 
DAVIS of infection. 
TECHNIQUE _Now you can overcome this problem 
with Vacisec® liquid and jelly, using 
EXPLODES the Davis technique.t Vacisec liquid 
dissolves mucinous materials, penetrates 
HIDDEN thoroughly, and quickly reaches and 
explodes the hidden trichomonads. 
TRICHOMONADS 


Proved highly effective. Vacisec 
liquid (originally “Carlendacide”) is 
the formula developed by Dr. Carl 
Henry Davis, noted gynecologist and 
author, and C. G. Grand, research 
physiologist. Clinical data show better 
than 90 per cent success with VacisEc 
liquid in the treatment of vaginal 
trichomoniasis.2 


Overwhelmingly powerful. Vacisec 
liquid explodes trichomonads within 
15 seconds after douche contact!? One 
chelating agent and two surface-acting 
agents, combined in balanced blend, 
attack the parasite to weaken the cell 
membrane, to remove waxes and lipids, 
and to denature the protein. With its 


cell wall destroyed, the trichomonad im- 
bibes water, swells and explodes. 


The Davis technique. Vacisec liquid, 
as a vaginal scrub, is used in the office 
therapy. Vacisec liquid and jelly are 
prescribed for home use. 


Prevent re-infection. Many wives 
become re-infected because husbands 
harbor trichomonads.? To prevent re- 
infection, prescribe the protection 
afforded by Schmid prophylactics. When 
a rubber is preferred, prescribe the su- 
perior RAMSES® prophylactic, trans- 
parent and tissue-thin, yet strong. If 
there is anxiety that rubber might dull 
sensation, prescribe XXXX (rourex)® 
skins, of natural animal membrane, pre- 
moistened. At all drug stores. 
References: 1. Davis, C. H., and Grand, C. G.: 
Am. J. Obst. & Gynec. 68:559 (Aug.) 1954. 
2. Davis, C. H.: West. J. Surg. 63:53, (Feb.) 
1955. 3. Davis, C. H.: TAMA. 157:126 


(Jan. 8) 1955. 
+Pat. App. for. 


VaGISEC, XXXX (FOUREX) and RAMSES are registered 
trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INc. 
Gynecological Division 


423 West 55 Street, New York 19, N. Y. 
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EVERY WOMAN 


WHO SUFFERS 


IN THE 


MENOPAUSE 


DESERVES 


“PREMARIN: 


widely used 


natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y © Montreal, Canada 
5645 


Patients with hepatic disorders will improve 
more rapidly if they receive diets containing 
100 to 140 grams, daily, of qualitatively com- 
plete proteins together with whole Vitamin 
B-complex in high amounts. 


Brewers’ Yeast—25 to 50 grams daily—has 
been recommended for cirrhosis, hepatitis, and 
necrosis because it enjoys an outstanding posi- 
tion in the protein-rich dietary. 


a. Provides a generous proportion of bio- 
logically complete protein—approximately 
one-half of its weight—from vegetable 
origin. 

b. Richest natural source of the whole 
vitamin B-complex, and in addition provides 
notable amounts of important minerals. 


c. Remarkably high digestibility—brew- 
ers’ yeast 100%, meat 80%, plant protein 
40% to 60%. 

d. Excellent source of lipotropic factors. 


e. Contains Factor F and a factor or fac- 
tors having vitamin E-like activity, both 
shown to be beneficial in necrotic degenera- 
tion. 


When you prescribe, specify 


VITA-FOOD’ 


5 
1 
1 
6 


SOUTHERN MEDICAL JOURNAL OCTOBER 1956 


in its completeness 


equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, phychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. Howarp R. Masters Dr. JAMES ASA SHIELD 
Dr. WEIR M. PucKER Dr. GeorceE S. Futtz, JR. 
Dr. Ametia G. Woop Dr. Ropert K. WILLIAMS 
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. Clinical samples sent to 
; physicians upon request. 
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faster 
paced... 
better 


BRAND OF TETRACYCLINE 
th 


new broad-spectrum 
ab Oo n 

homogenized mixture 

125 mg. tetracycline per 5 cc. tea- 


spoonful. Bottles of 2 fl. oz. and 1 
pint, packaged ready to use. 


ReEapy To use No reconstitution 
required. 


READILY accePptepD Unusual, deli- 
cious fruit flavors. 


RAPIDLY ABSORBED Fine particle 
dispersion—therapeutic biood 
levels within one hour. 


RAPIDLY EFFeEcTive Fast, trouble- 
free tetracycline for control of the 
widest range of infections. 


vitamin-fortified TETRABON SFt 
(brand of tetracycline hydrochlo- 
ride with vitamins) homogenized 
mixture: 125 mg. tetracycline per 
5 cc. teaspoonful, plus vitamins of 
the B complex, C and K recom- 
mended for nutritional support in 
the stress of prolonged infection. 


Bottles of 2 fl. oz., packaged ready 
to use. 


also available : 


*Trademark tTrademark for Pfizer- 
originated, vitamin-fortified antibiotics 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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XVLOCAINE® HCI SOLUTION ASTRA 
The Name That Marks o New Era in Local Anesthesia 
Xylocaine provides peak valves in: 
e Duration e Clinical Effectiveness ¢ Clinical Tolerance ¢ Speed _. 
Stability Versatility Clinical Predictability Safety Depth 
Trade Name: XYLOCAINE Generic Name: lidocaine* 
Chemical Name: -Diethylaminoaceto-2,6-xylidide 


Chemical Structure: 


Petency: Two to three times that of procaine. 

Duration of Action: Two to three times that of procaine. _ 

Anesthetic Index: 1.3. 3 Surface Anesthetic Index: 8. 
Safety Factor: Two to three times that of procaine (because smaller 
concentrations and volumes are clinically as effective ). 

Sensitivity: Allergic manifestations and sensitizing reactions — 

have never been reported. 

Inhibition of Therapeutic Action of Sulfonamides or Antibiotics: None. 
Versatility: Effective in local infiltration anesthesia; in major conduction 
anesthesia; in temporary therapeutic blocks for relief of pain; 

in topical anesthesia. 
Available on Request: Descriptive literature, bibliography, and trial supply. 
Supplied: Vials, 0.5%, 1% and 2% in 20 cc. and 50 cc. without and 
with epinephrine 1: 100,000; 100 cc. vials, 1% without epinephrine. 
Ampoules, 2 cc, without and with epinephrine 1;100,000. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass. 


6, PATENT NO, 2,441,408 
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Each fluidounce contains: 
Neomycin sulfate . 300 mg. (434 grs.) 
[equivalent to 210 mg. (3% grs.) neo- 


5.832 Gm. (90 grs.) 
0.130 Gm. ( 2 grs.) 
Suspended with methylcellulose 1.25% 


Supplied: 
6-fluidounce and pint bottles 
The Upjohn Company, Kalamazoo, Michigan 


Bacterial 


diarrheas... 


Kaopectate 


with 


mycin base] 
. 
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WELL. ACCEPTED 
FOR EFFECTIVE 
COUGH RELIEF 


pyraldine” 
and PYFraldine re. 2 


Each fluidounce of bright yellow PYRALDINE contains: 


Dihydrocodeinone bitartrate 


Pyra-Maleate® Suppresses allergic manifesta- 


tions; provides mild local anes- 
(Brand of Pyrilamine Maleate) thetic effect in the throat 


Ammonium Chloride 

Citric Acid 

Amber PYRALDINE No. 2 — 
the basic Pyraldine formula plus 


Phenylephrine Hydrochloride... 
per fluidounce 


W vanpPeLt & BROWN, INC., Richmond, Va. 


86 
MID 
7 eeoseesesee 6 gr. Liquefy mucus and facilitate 
5 gr. expectoration 
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relaxes 


and the 
well suited jor 


prolonged 


4 @ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


os DISCOVERED AND INTRODUCED 
BY Wy WALLACE LABORATORIES, New Brunswick, N.J. i 
2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate—U.S. Patent 2,724,720 
le SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 
on 


THE MILTOWN MOLECULE 


cmM-3706-R 


Va. 
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combat 
cholesterol 


in the bile 


Xi... best way to prevent 


gallstones, or to relieve cholelithiasis 
when the disease has started, is to 
combat cholesterol in the bile. 


A low fat diet, plus CHOLOGESTIN 
to keep cholesterol in solution and 
avoid stagnant bile, is valuable 
both for prevention and treatment. 


Salicylated bile contained in 
CHOLOGESTIN is choleretic, 
cholagogue and cholesterol-solvent. 
One tablespoonful of CHOLOGESTIN, 
in cold water after meals, is a 
useful adjunct in the prevention 
of gallstones and the medical 
treatment of cholelithiasis. 
Also available as TABLO- 
GESTIN, 3 tablets equivalent 
to 1 tablespoonful of 
Chologestin. 


112 W. 42nd Street New York 36, N.Y. SMJ-10 


| Please send me free sample of TABLOGESTIN together with 
i literature on CHOLOGESTIN. 


ZONE........STATE....... 


THE SOURCE OF 
RE-INFECTION CAN BE 


THE HUSBAND 


IN VAGINAL 
TRICHOMONIASIS 


Weyeiic available evidence indi- 
that one of every four 
or five adult women harbor the 
Parasite.” In many cases coitus 
must be regarded as a method of 
transfer.” 
Infests the male, too—“The in- 
festation in males is probably 
more common than realized and will more 
frequently be recognized. . . .”* Karnaky 
reports the infection in the urethra, in the 
prostate or under the prepuce of 38 among 
150 husbands with infected wives.‘ 

Symptoms often absent—In the female, 
trichomonas vaginitis is a well recognized 
condition . . . but in the infected males symp- 
toms are usually absent.? Or the infection 
causes little concern because it is transient 
and mild. 

Prevent re-infection—“Eradication of the 
parasites in both sexual partners is of course 
ideal . . . obviously a condom is the most 
effective mechanical barrier.”” 

Prescription of propbylactics—To prevent 
re-infection take special measures to win the 
co-operation of the husband when you pre- 
scribe a prophylactic. Writing for Schmid 
prophylactics assures high quality, makes 
purchase less embarrassing. 

If there is anxiety that the prophylactic 
might dull sensation, prescribe XXXX 
(rourex)® membrane skins, pre-moistened, 
and like the patient’s own skin. For those 
who prefer a rubber prophylactic, prescribe 
RAMSES®-—transparent, tissue-thin, yet 
strong. Suggest its use for four to nine 
months after the wife is trichomonad-free. 


References: 1. Trussell, R. E.: Trichomonas Vagi- 
nalis and Trichomoniasis, Springleld Ill., Charles 
C Thomas, 1947. 2. Lanceley, and McEntegart, 
M. G.: Lancet 1:668 (A 
R. E.: J. Urol. 54:483 (N Karna 
K. J.: Urol. & Cutan. Rev. a :812 (Now) 19. 


JULIUS SCHMID, INC., Propbylactics Division 
423 West 55th Street, New York 19, New York 
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IN DIABETES... 


greater security 


against vascular complications 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
by de-amination 

in the liver and normal dietary security 


against lipotropic deficiency fades. 


amino acids are “wast 


é 


(Sherman Lipotropic Capsule) One capsule t.i.d. 


Gericaps contain the true lipo- prove capillary integrity, as 


tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 


well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 


dihydrogen citrate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


cium pantothenate. 


SEND FOR comprehensive review: 
“Prevention of Vascular 
Complications of Diabetes” MAN 
“ABoRaToRIES 
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alma mater, The Citadel, in recognition of the fiftieth 
anniversary of his graduation. 

Dr. Purvis James Boatwright has been appointed 
assistant physician at the South Carolina State Hos- 
pital. 

Dr. J. R. Young was honored at a surprise testi- 
monial dinner on his fiftieth anniversary of practice 
in Anderson. Fellow physicians and friends joined in 
the occasion and presented Dr. Young with a gift 
and plaque to express their appreciation for his fine 
work. 

Dr. William F. Early has become associated with 
Dr. J. Frank Davenport at the Davenport Clinic in 
Timmonsville. 


TENNESSEE 


Dr. John W. Adams, Jr., Chattanooga, has succeeded 
Dr. R. B. Wood as a member of the State Public 
Health Council. Dr. John R. Thompson, Jr., Jackson, 
has been reappointed for a three year term. 

The American College of Chest Physicians has 
awarded Certificates of Fellowship to the following 
physicians from Tennessee: Dr. Joseph E. Acker, Jr., 
Knoxville; Drs. G. S. Gass and B. H. Webster, Nash- 
ville; and Dr. James S. Haimsohn, Memphis. Dr. Hol- 
lis E. Johnson was regent of the College for the south- 
ern states and Dr. David H. Waterman, Knoxville, was 
re-elected Chairman of the Board of Governors. 

Dr. James L. Southworth has been appointed acting 
medical director in charge of all medical activities of 
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the new University of Tennessee Memorial Researei 


Center Hospital. The following physicians, all from 4 
Knoxville, are department heads: Dr. R. B. Wood 
chief of internal medicine services; Dr. Charles Ram 


Zirkle, chief of surgical services; Dr. George L. I 


chief of orthopedic services; and Dr. A. W. Diddigil 
chief of obstetrics and gynecology services. Dr. Forres q 


Powell is head of anesthesiology. 


Dr. James G. Hughes, Memphis, has been named 
to membership on the National Council on Infant angi 


Child Care. 


Dr. Benjamin E. Greenberg, Memphis, was elected ; 
president of the Roentgenology Society of Memphig 


Dr. A. T. Hicks, Camden, has become associated 


with the medical staff of Al Chymia Shrine Templgiil 


Hospital in Memphis. 


Dr. Hugh J. Morgan, Nashville, delivered the com 


mencement address at Meharry Medical College. 


Dr. Fred B. Stapp, Chattanooga, has recently been 


honored on his 95th birthday. 


Dr. H. James Crecraft has assumed the duties of 
director of the Mental Health Center. 


Dr. Phillip Livingston, Chattanooga, has been ap, 


pointed chairman of the Board of the Chattanooga 


Area Heart Association. 
Dr. Donald B. Darling, former chief resident ig 
radiology at the Children’s Medical Center, Boston 


has become a postresident assistant in radiology ima 
the Medical Division of Oak Ridge Institute of Nucleagm 
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is the non-sensitizing 


L antipruritic supplied in 134-0z. tubes and 1-lb. jars by 


TuHos. LEEMING & Co., INc., 155 East 44th St., New York 17, N. Y. 


| WHILE YOU WERE OUT 
Message: p. —our pittle ‘office q 
| trial worked fine - Joan and poth 
tried Calmitol Ointment. You were right | 
— the itchin stopped jmmediatel and 
relief lasted for hours. L.G. 
TIME: 9:05 A.M. 
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3 


WHEREVER 
SKELETAL 
MUSCLE 
SPASM 
OCCURS... 


(Zoxazolamine,t McNeil) 


Orally effective 
muscle relaxant 


safe: “No irreversible side- 
effects occurred.” 


well-tolerated: “the 
toxic reactions for the most part 
were easily controlled....’ 


effective 
spasmolytic: 

“This preliminary report 

of 100 patients indicates an 85% 
over-all effectiveness.”" 


Available in yellow scored tablets, 250 mg. 


1, Smith, R. T.; Kron, K. M.; Peak, W. P., and Hermann, I. F.: 
J.A.M.A, 160:745 (Mar, 3) 1956. 


*T.M. tU.S. Patent Pending 
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Continued from page 90 


Studies. Dr. Bill M. Nelson, former research fellow 
of the University of Oklahoma Department of Pathol- 
ogy, has joined the staff as a postresident assistant in 


pathology. 
TEXAS 


Dr. J. G. Sewell, Belton, has assumed the duties of 
president of the Belton Chamber of Commerce. 

Dr. R. C. Rowell has been elected president of the 
Terrell Lions Club. 

Dr. Willard W. Schuessler, El Paso, has been hon- 
ored as outstanding alumni for 1956 by Southern 
Methodist University. 

Dr. J. William Oxford, Floresville, was presented a 
golden anniversary certificate from the University of 
Texas Medical Branch in recognition of his gradua- 
tion in 1906. 

Dr. Howard Dudgeon has been named president of 
the Waco School Board. 

Dr. John W. Gibson, Athens, has been appointed 
Henderson County health officer. 

Dr. J. A. Chatman, Lubbock, has been installed as 
president of the Lone Star State Medical Association. 


VIRGINIA 


Dr. Jack Wycoff, Abingdon, has been elected presi- 
dent of the Washington County Medical Society. Dr. 


“This ankle’s so 
sore it’s agony just 
to put my shoe on.” 


corticoid-analgesic compound tablets © 


S. E. Miller, Abingdon, will serve as vice-president 
and Dr. James M. Suter, Bristol, is the new secretary- 
treasurer. 

Dr. Joseph W. Houck has succeeded Dr. A. D, F. 
White as president of the Lynchburg Academy of 
Medicine. The other officers are: Dr. J. E. Haynsworth, 
president-elect; Dr. George B. Craddock, vice-president; 
and Drs. Phillip R. Bryan and Robert L. Morrison, 
members of the board of trustees. 

Dr. W. C. Akers, Stuart, was presented with gifts 
by the Rotary Club in recognition of his part in the 
growth and development of Patrick Henry 
during his forty-three years in the practice of medicine, 

Dr. T. J. Spencer has been assigned to the Fred- 
ericksburg-King George-Stafford-Spotsylvania Health 
District with headquarters at Fredericksburg. 

Dr. Thomas H. Hunter, Charlottesville, has been 
named to membership on the Harvard University 
Board of Overseers. 

The Richmond Area Heart Association has elected 
Dr. Paul D. Camp president and Dr. Douglas G. Chap. 
man vice-president. 

Dr. Wesley W. Wieland has succeeded Dr. G, B. 
Tyler as Director of the Augusta-Staunton-Waynesboro 
Health District. 


Dr. H. G. Hudnall has closed his office in Coving- 
ton after twenty-one years of practice, and has joined 
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gastro-intestinal 
irritability and tension 


Sa R25 


An exclusive combination designed 
to relieve pain promptly, reduce 
=, tension and promote healing 
Bthrough effective central and 
vagal- parasympathetic inhibition, 
influencing all known etiologic 
factors in peptic ulcer. 


anticholinergic sedative 


with unusually high antisecretory 
and antispasmodic actions, 

plus a calmative effect notably 
free from drowsiness. 


Isolates the Ulcer 


Each tablet contains: 

Monoprat* bromide . . . 5Smg. 
Dosage: 1 or 2 tablets three or four 
times daily. Available on prescription 
only. Bottles of 100 tablets. 


LABORATORIES 


New York 18, N.Y. « Windsor, Ont. 


* Controls hyperacidity and hypermotility 
** Sedates without causing drowsiness 


Monodral (brand of penthienate) and Mebaral (brand of 
mephobarbital), trademarks reg. U.S. Pat. Off. 
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in acute and chronic pyelonephritis, cystitis and prostatitis 


freedom 


from pain, infection and resistant mutants 


“Frequently, patients reported symptomatic improvement within 24 
hours.”! Furadantin “may be unique as a wide-spectrum antimicrobial 
that . . . does not invoke resistant mutants.””? 


Comparative Sensitivity to Furadantin of Infectious Microorganisms 
Isolated over a Two-Year Period? 


Moderately 
Sensitive* sensitive* Resistant* 
Total 
no. Per cent Per cent Per cent 
Microorganism strains | No. of total No. of total | No. of total 
Proteus vulgaris 237 209 88.2 28 11.8 0 0 
Escherichia coli (including 
paracolon bacillus) 281 255 92.7 23 8.2 3 11 
Aerobacter aerogenes 223 183 82.1 40 17.9 0 0 
Strept f li 169 155 96.7 5 3.1 0 0 
Pseud cerugi 101 5 5.0 40 39.9 56 55.4 
Mic Ppyog var. 
aureus 6 6 100 0 0 0 0 
Klebsiella pneumoniae 3 3 100 0 0 0 0 
Alcaligenes faecalis 2 2 100 0 0 0 0 


*Organisms inhibited by 100 yug./mi. or less are classified as sensitive, by 200 to 400 yg./mi. as 
moderately sensitive, and those not inhibited by 400 ug./mi. as resistant. 


“The status of P. vulgaris and of M. pyogenes var. aureus is especially 
noteworthy in the light of the high degree of resistance exhibited by those 
organisms to antibiotics currently employed.” 


REFERENCES: 1. Trafton, H. M., et al.: N. England J. M. 252:383, — 2. Waisbren, B. A., and Crowley, W.: 
A.M. A. Arch. Int. M. 95:653, 1955. 3. Schnei S.: Antibiotics 3:212, 1956. 


uradantin 


BRAND OF NITROFU! 


FURADANTIN DOSAGE: 
Average adult dose is 100 mg., 
q.i.d. (at mealtime, and on retiring, 


bottles of 25 and 100. ; 
with food or milk). Average daily EATON LABORATORIES Oral Suspension, 5 mg. + 
dosage for children is 5 to Norwich <—\ New York per cc., bottle of 1186. ‘ 
7 mg./Kg. in four divided doses. (Caton 
NITROFURANS—a new class of antimi bial ith tibiotics nor sulfonamides 


| 
| | 
& 
ANTOIN 
SuPPLIED: 
Tablets, 50 and 100 mg., 
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the internal medicine staff at the Veterans Adminis- 
tration Hospital in Roanoke. 


Dr. H. William Fink has been named president of 
the medical staff of DePaul Hospital, Norfolk. Dr. 
William Hotchkiss will serve as vice-president and Dr. 
Harry B. Taylor was re-elected secretary. 

Dr. Waverly R. Payne, Newport News, has been 
appointed to serve a second term as a member of the 
board of visitors of the Medical College of Virginia. 

Dr. Dean B. Cole, Richmond, is the regent of the 
American College of Chest Physicians for Virginia, 
Maryland, West Virginia, and the District of Columbia. 
Dr. E. C. Drash, Charlottesville, has been re-elected 
Governor of the College for Virginia. 


WEST VIRGINIA 


Dr. E. Lyle Gage, head of the neurological depart- 
ment of Bluefield Sanitarium, has been elected presi- 
dent of the West Virginia State Medical Association. 
He will succeed Dr. Athey R. Lutz in office on January 
1, 1957. Dr. Charles A. Hoffman, Huntington, was 
named president-elect and Dr. George F. Evans, Clarks- 
burg, will serve as vice-president. Elected to his 30th 
consecutive term as treasurer was Dr. T. Maxfield 
Barber, Charleston. The new councillors of the Associa- 
tion are Drs. Seigle W. Parks, Fairmont; Charles L. 
Leonard, Elkins; L. E. Neal, Clarksburg; Ray H. 
Wharton, Parkersburg; L. J. Pace, Princeton; and 
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William L. Cooke, Charleston. Drs. Walter E. Vest, 
Huntington, and J. C. Huffman, Buckhannon, were 
re-elected delegate and alternate delegate to the A.M.A. 
Dr. J. Howard Anderson, Welch, has been selected 
West Virginia’s “General Practitioner of the Year.” 
Dr. Gordon M. Meade, former dean of the Graduate 
School of Medicine at the University of Pennsylvania, 
has been named clinical director of the Miners Me- 
morial Hospital Association. Dr. Meade has been 
serving as chief of clinical services at the Williamson 
Memorial Medical Center in Williamson since January. 


Dr. Dorsey C. Beall, Morgantown, has been certi- 
fied by the American Board of Dermatology and 
Syphilology. 

Dr. Jack W. Hunter has assumed the duties of chief 
of surgery at the Webster County Memorial Hospital 
in Webster Springs. He formerly was a member of the 
surgical staff at the Veterans Hospital in Clarksburg. 


Dr. George F. Evans, Clarksburg, has been reap- 
pointed to membership on the Medical Licensing 
Board for a term of five years. 

Dr. Delivan A. MacGregor, Wheeling, has been re- 
named as a member of the West Virginia Board of 
Health. He will serve for a nine year term. 

Dr. Ward Wylie, Mullens, a member of the West 
Virginia Senate for the past several years, was re- 
appointed to a three year term as a member of the 
State Athletic Commission. 
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SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides 
(Sulfadiazine, Sulfamerazine, Sulfamethazine) 


Wyeth 


Philadelphia 1, Pa 


For 
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In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably ~ 
effective. 

Oxyuricidal properties of Vermizine’s principal ingre- 
dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-0z. Bottles. 
CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, lilinois 
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integrated relief... TABLETS (yellow, coated), each containing 
mild sedation CIBA) end 20 mg. 
8A visceral spasmolysis 


Summit, N. J. mucosal analgesia w2aze% 
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VITAMING LERESLE To counteract 
2 corticoid-induced adrenal atro- 


phy during corticoid therapy, 
routine support of the adrenals 
with ACTH is recommended. 


THIS IS THE | 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


e@ When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 


e@ When using hydrocortisone: 
for every 200 to 300 mg. given, inject 
approximately 100 units of HP* 
ACTHAR Gel. 


Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 


e@ When using cortisone: 

: more effective dose. May also be for every 400 mg. given, inject approx- “ 
B added to standard IV solutions. imately 100 units of HP*ACTHAR Gel. 

a Dosage: 2 cc. daily. Discontinue administration of corticoids on 

: the day of the HP*ACTHAR Gel injection. \ 


Each 2 cc. dose contains: 
Thiamine HCI (B,) 10 mg. 
Riboflavin (B,) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCI (B,) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 


(IN GELATIN) 


The Armour Laboratories brand of purified 
adrenocorticotropic hormone—corticotropin (ACTH) 


Vitamin B,, 15 mcgm. 
Folic Acid 3 meg. 
*Highly Purified 
3 
ederle ) j 
Unsurpassed in Safety and Efficacy 


More than 42,000,000 doses of 


LEDERLE LABORATORIES DIVISION 
ACTH have been given 


AMERICAN Ganamid COMPANY 
PEARL RIVER, NEW YORK 


SREG. U.S. PAT. OFF. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPAS! 
KANKAKEE, ILLINOIS 
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QUOTES 
about CLISTIN in Allergy 


“Carbinoxamine maleate “...compares favorably with 
y 
produced the fewest complaints the most effective 


of drowsiness, as well as the antihistaminic agents now 


lowest incidence of all 
side effects 


available . . . produces 
less sedation than 
most...” 


“Undesirable side effects... 
were infrequent and usually 


“87 per cent reported some relief 
mild in nature.”* 


of their symptoms...” 


“Clistin has proved to be useful 
in the relief of symptoms caused by 
“Clistin Maleate is a potent perennial allergic rhinopathy and 
antihistaminic drug with only in acute and chronic urticaria 


weak sedative properties...” and pruritus.”* 


(Carbinoxamine Maleate, McNeil) 


Dosage forms: 
Tablets Clistin Maleate, 4 mg. 


| Mc NE I L} Tablets Clistin R-A (Repeat Action Tablets Clistin Maleate, 8 mg.) 


Elixir Clistin Maleate, 4 mg. per 5 cc. 


LABORATORIES, INC. 1, MacLaren, W. R., Bruff, W. C., Eisenberg, B. C., Weiner, H., and Martin, W. H.: 
Philadelphi a 32, Pa Ann. Allergy 73:307 (May-June) 1955. 
defies 2. Beale, H. D., Rawling, F. F. A., and Figley, K. D.: J. Allergy 25:521 (Nov.) 1954. 
3. Johnson, H. J., Jr.: Am. Pract. & Digest. Treat. 5:862 (Nov.) 1954. 
4. Garat, B. R., Landa, C. R., Rossi Richeri, O. F., and Tracchia, R. O.: 
J. Allergy 27:57 (Jan.) 1956. 
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Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,' in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’ also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine... in 

that it brought forth a better quality of increased psychomotor ; 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 


Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


Dosage: 1 tablet 


b.i.d. or t.i.d., 
adjusted to the 
individual. 
CIBA 


SUMMIT, N. J. (reserpine and methyl-phenidylacetate hydrochloride CIBA) 


2/2200" 


: ' the up and down patient 


NTEGRITY 


Quality / RESEARCH / 


the nonbarbiturate sedative 


The very short action of ‘Valmid’ per- 
mits your insomnia patient a quicker 
onset of normal sleep and a completely 
refreshed awakening. ‘Valmid’ also 
provides a wide margin of safety. Kid- 
ney or liver damage does not contra- 
indicate its use. 

For your next patient with simple 


ANNIVERSARY 1876 - 


\ilty, 


(ETHINAMATE, LILLY) 
with a four-hour action span 


insomnia caused by mental unrest, 
excitement, apprehension, or extreme 
fatigue, consider ‘Valmid’ for gentle, 
restful sleep. 


DOSAGE: Prescribe 1 or 2 tablets (usu- 
ally 1 suffices) to be taken about twenty 
minutes before bedtime. 


1956 / ELI LILLY AND COMPANY 
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